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The mentally depressed patient who will neither “fit in” with his surround- 
ings nor cooperate in treatment presents an increasingly wide-spread problem 
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stimulant effect which elevates the patient’s mood and produces a sense of 
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Anxiety and Autonomic Lability 
as the Basis of Functional Disorders 


Emotional response to the stress of life is the pri- 
mary source of illness in a steadily increasing num 
ber of cases. Wess and English’ estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebangh* refers to anxiety as“. . . the 
universal disease of our times’. 

Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 
picture may mimic a true organic disease 

The symptom-complex usually involves several or- 


gan systems.*”’* In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.*”°* Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the symptoms which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
pathetic hypertonicity, others to parasympathetic 
hypertonicity 


SYMPATHETIC | | syMpros OF 
ORGAN SYSTEM) HYPER- HYPER. | FUNCTIONAL | LABILITY 
TONICITY | TONICITY DISORDER 
Belch | When a patient 
ility ching exhit linical 
Ze Hyposecretion Hypermotility picture suggest 
ENTESTINAL Intestinal Atony Hypersecretion Nausea & vomiting | of non-organic 
Pe Mucous diarrhea | dysfunction, the 
diagnosis of 
Rapid heart rate _ | Palpitation | Functional Disorder 
Peripheral vaso- Reduced heart rate Sinus tachycardia can be facilitated 
CARDIO- . Vasodilatation le by use of the fol- 
VASCULAR constriction Premature systoles ix. se le 
Slight rise in B.P. low in some; | lowing indications 
blood pressure = elevated in others | Of Autonomic 
| Lability: 
| Variable Blood 
Dry nasopharyngeal | Increased nasophar- | Dry mouth and Pressure 
mucous yngeal secretion throat | Temperature 
RESPIRATORY membrane Bronchial constric- Difficulty in Variations 
Bronchial tion breathing Changing 
relaxation Laryngospasm Sighing respiration Pulse Rate 
Bladder detrusor Uri _B.M.LR 
relaxed; Bladder detrusor Dificul Exaggerated Cold 
— Sphincter contracted ; —— Pressure Reflex 
GENITO urinaung Oculo-cardi 
URINARY contracted Sphincter relaxed culo-cardiac 
Ureter tone Ureter tone and M ea Reflex 
and motility motility increased | Abnormalities 
decreased irregularity Glucose Tolerance 
Alterations 


This tabulation is based on data available in references 1 to 6 stated below 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he ts 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease aa thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective distress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


1. WEISS, E.. ENGLISH, Psychosomatic Medicine, ed 

( 1949. 2. EBAUGH, F. G.: Postgrad. Med. 4 208 1948. 3. W 
FY. et al) J. Nat. M. A. 42° 32, 1950. 4, WOOLEY, I Sout! 
Surg. 102: 197, 1940. $. KATZ, L. N., et al: Ann. Int. Med. 

6. KROGER. W. S. et al: Am. J. Obst. & Gynec. 59° 328, 1950.7. K 
L. J. and ZUCKER, E. M.: A Handbook Of Psychiatry. Most 

HARRIS. L. J 


Michigan M. Soc, 42. 119, 1942. 
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unhealthy situations and attitudes 
*The fact that autonomic dysfunction plays a large 
part in mediating the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective 
*” The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 
effect is an integrated sedation of the entire A.N.S. 
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harmaceuticals 
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TREATMENT OF THE SEX OFFENDER IN DENMARK * 
PAUL W. TAPPAN, Pu.D., Jur.Sc.D., New York City 


A great amount of attention has been de- 
voted to the abnormal sex offender in the 
United States in recent years. Widespread 
anxiety has been stimulated by an apparent 
increase in sex crime and more especially by 
the fulminations of the press against the 
“sex maniac.” The result has been a hys- 
terical haste to apply heroic but naive and 
ill-considered measures to extirpate the evil. 
Popular thinking and official action have been 
misled by an assortment of myths relating to 
the criminal sex deviate. The writer has ana- 
lyzed in detail elsewhere ? the movement in 
which some I5 states have enacted special 
legislation to deal with the problem, laws that 
in several significant respects violate the basic 
traditions of our criminal jurisprudence and 
sound tenets of psychiatry. The statutes pro- 
vide in most of these jurisdictions for the 
costly detention of the “sex psychopath” in 
state mental hospitals or correctional insti- 
tutions for indefinite periods “until cured.” 
In several states it is not necessary under the 
terms of the laws even to prove the commis- 
sion of a sex offense in order to apply the 
statute, a medical diagnosis of the psycho- 
pathic condition constituting sufficient basis 
for the action. The effect has been to chan- 
nelize numbers of minor sex deviates—ex- 
hibitionists, peepers, and homosexuals, for 
example—into already overcrowded facilities 
that have no remedy to offer for these dis- 
orders. 

Correctional institutions charged with han- 
dling sex deviates have provided for the 
most part no special treatment methods dif- 
ferentiated from those applied to ordinary 
criminals, and hospitals have offered little 
beyond custody. There have been exceptions, 


1 The reseach on the basis of which the material 
in this article was prepared was supported in part 
by grants from the American Philosophical Society 
and by the American Social Hygiene Association. 

2 (a) The Habitual Sex Offender. State of New 
Jersey, section 1 and 3. (b) The sexual psychopath. 
J. Soc. Hyg., 35: 354, Nov., 1949. (c) Sex offender 
taws and their administration. Fed. Probation, 14: 
3, 32, Sept. 1950. 


represented by empirical efforts here and 
there to probe the etiology of sexual abnor- 
mality and to discover methods of more suc- 
cessful therapy. There has been some evi- 
dence, moreover, of an increasing awareness 
of the need for extended research in this 
field. State commissions to consider policy 
in dealing with the sex offender are function- 
ing in New Jersey, California, Michigan, and 
other jurisdictions. 

The unusually stringent nature of most of 
the recent legislation, together with the gross 
inadequacy of the available treatment fa- 
cilities and the wide disparity in views among 
authorities as to the means of meeting the 
problem, have pointed to the desirability of 
exploring the experience of certain European 
countries where there has been a greater 
amount of experimental effort to handle the 
sexual deviate effectively. During the sum- 
mer of 1950 the writer talked with leading 
psychiatric and legal authorities in several 
countries, particularly in Denmark, that have 
employed special approaches in their work 
with sex offenders * and inspected treatment 
facilities that are being used. This has pro- 
vided a measure of useful information con- 
cerning standards employed in selecting sex 
deviates for specialized treatment, methods 
of therapy in use, and evaluations of their 
efficacy. 


Sex OFFENDERS NEEDING SPECIAL 
TREATMENT 


In the interest of public security and econ- 
omy the selection of cases that require special 
treatment is a basic and initial problem of 
policy, one that has received all too little at- 
tention thus far. For the most part, both 
here and in the European countries investi- 
gated, the focus is upon the so-called “sexual 
psychopath,” but this group is not at all 
sharply defined either in law or administra- 


8 The writer discussed the problems involved in 
this paper with authorities in Denmark, Sweden, 
Norway, Finland, the Netherlands, Switzerland, 
and England. 
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242 TREATMENT OF THE SEX OFFENDER IN DENMARK [ Oct. 
tive practice, and there are no consistent, fantilism and mental deficiency.* In a study 
soundly guided criteria for the classification of the first 300 detainees remanded there, 
of these sex offenders. the superintendent found 75% to be marked 

The most that one may conclude from the by “character insufficiency” and 18% by 


evidence thus far available is that there do¢ 

exist a rather distinct group of sex-deviated 
habitual offenders who are nonpsychotic but 
distorted in their emotional and volitional re- 
sponses, a group requiring specialized treat- 
ment because of their hazard to the 
munity. These individuals engage in repeti- 
tive, compulsive, and dangerous sex crimes 
But they constitute a very small percentage 
of all sex offenders and, indeed, only a small 
part of those usually labeled psychopaths. 
The nature of this group will be considered 
further in our summary of the treatment 


conmi- 


program in Denmark. 


THe DANiIsH PROGRAM FOR 
THE PsyCHOPATH 


Denmark is unique in possessing an in- 
stitution for psychopaths that is neithe: 
an ordinary prison nor a hospital but a 


highly specialized social-psychiatric facility 
for treatment and training. The Asylum fo 
Psychopathic Criminals at Herstedvester was 
established in 1935 for the treatment of psy- 
chicaily abnormal individuals who are neither 
psychotic nor feebleminded. Offenders are 
sent here under Section 17 of the Penal Code 
of 1930 which provides: 


If a person at the time of an offense owing to 


mental wnderdevelopment, 


weakness or derange- 
ment, including sexual abnormality, was in a mental 
state of a more permanent nature, but not of a 
character provided for in paragraph 16 [which 
establishes exemption from criminal responsibility 
to individuals suffering from insanity or mental d 
ficiency | then the court shall decide, after due « 
sideration of a medical certificate and all other 
relevant circumstances, whether the accused would 


benefit from punishment. 


The classification that occurs under Sec- 
tions 16 and 17 apparently leaves something 
to be desired, since psychopaths, mental cle- 
ficients, psychotics, and offenders suffering 
from brain diseases have been found to be 
scattered through the several types of insti- 
tutions. There is a distinct concentration of 
“psychopathic personalities” among those 
sent to the asylum, however, along with a 
number of individuals displaying psycho-in- 


“psycho-infantility.” 

In accordance with its purpose, this insti- 
tution 1s operated as a therapeutically ori- 
ented facility under a superintendent, Dr. 


Georg K. Sturup, who is physician-in-chief 
and psychiatrist. He is aided by a staff in- 


cluding 4 forensic psychiatrically trained as- 


sistant physicians and 2 young doctors, 1 
psychologist, 5 social workers, 145 custodial 
officers with prior hospital training, and 
tea § OrKSNOp leaders (20), d clerks 
lhe population is usually som at under 
300, in addition to nearly 200 others who are 
on parole and under the direct supervision 
Of the institution, WVecision ot the courts to 
commit to Herstedvester is based in accord- 
ance with the statute upon certification from 
the \ledico-Legal Council, a board made up 
ot the outstanding authorities in the legal 
nd medical fields in Denmark—anothe 
unique feature in the forensic-correctional 
system in this country. 

Psycl +] ) 

ypathic detainees 1 mark art 
committed to Herstedvester for indeter- 
minate period. This is felt by the medic 
aut] ties there to be a particularly impor- 
tant aspect of treatment. The relative ela 
ticity of the program and its treatment 

itm erin markediy trom. the 
cust al experience to which m: ot t 
een pre usly exposed in ordinary 

‘Sturup, Georg K Treatment ( inal 
P iths Report « the Ejieht ( s of 
iatrist 194 pp. 26-3 

Sturup, Georg K. Treatment of Psychopathi 
Lr ils n Denn | I; Dani t Det 
S ergske Forlag, Copenhage 8, p. 47 

i en, W e treatment ¢ sex ofte r 
in specialized institutions for 1 iths is under 
the direction of the son adn 1st tion, there 1s 
a more punitive orientation of the program. Psy- 

itric authorities from that country indicated to 
the writer that this proves a serious handicap to 
treatment. Norway has proposed the elopmen 

t an institution comparable to the Danish facility 
and with a similar psychiatric admi Such 
in institution has been stronely recommended to 
the legislatures in New Je rsey, New H ammi{ shire 
and Wisconsin. Unfortunately, while these states 
have deemed it necessary to enact fresh legislation 
concerned with sex offenders, they have not seen fit 


t ap] 


ialized treatment. 


ropriate funds for any sp 


| 
14 
4 


1951 | PAUL W. 


TAPPAN 243 


prisons or hospitals—quite generally pro- 
duces at the start an optimistic and receptive 
attitude in the offender. This is often fol- 
lowed, however, by a sense of extreme dis- 
appointment, generated mainly by the indefi- 
nite span of confinement that faces him. 
Irritability and hopelessness are common re- 
active patterns in this phase of the detainee’s 
development. At that point effective psycho- 
therapy may often direct the patient’s rec- 
ognition of his own responsibility to cooper- 
ate, to assume an active role in the treatment 
process if he is to change and secure his 
freedom. He must be brought as early as 
possible to discover that it is his own atti- 
tudes and behavior that will determine his 
progress. Dr. Sturup has phrased it thus: ° 


re want to stress that the treatment has 
an actively stimulating effect if the detainee realizes 
that his stay in the asylum is of indefinite duration. 
The indefinite time is a serious load on the human 
mind, but once the detainee gets the impression that 
the struggle will avail—then it happens time and 
again that we see a man really attempting to under- 
stand his own position, and that is his chance of 
holding his own outside the walls. 


Treatment at Herstedvester depends heav- 
ily upon the active program through which 
the inmate participates in a close relationship 
with the staff. There is a full 8-hour work 
day employing quite diversified facilities in 
useful occupations: gardening, printing, 
book-binding, joinering, toy-making, tailor- 
ing, and all sorts of building repairs. A 
modest stipend, based on piece rates wher- 
ever possible, is paid for the work performed, 
one-half of which may be spent at the insti- 
tutional commissary and the remainder saved 
until after release. Effort is directed toward 
finding a sort of work in which the individual 
may develop some sense of mastery and sat- 
isfaction. lree-time activities are also pro- 
vided to offer the detainee a choice of varied 
but generally constructive pursuits. To a 
great extent these represent club activities, 
with a considerable amount of planning and 
self-determination in the small groups, and 
include sports, crafts, hobbies, games, thea- 
tre, and study groups. 

Dr. Sturup points out that psychotherapy 
cannot be conducted in the same way in a 


6 Sturup, Georg K. Treatment of Criminal Psy- 
chopaths, of. cit., p. 33. 


closed institution where the patients are under 
an indefinite detention at the discretion of 
the authorities as in private consultation 
practice. He finds it most effective to exploit 
periods of emotional distress and passion to 
talk out with the individual at that time his 
reactions and the reasons for them, drawing 
analogies to his prior behavioral and, particu- 
larly, his criminal patterns. He may be shown 
alternative methods of response that will 
provide him satisfying outlets without in- 
volving him in difficulties with his environ- 
ment. Thus he may be brought in time to 
face reality and authority more directly and 
to modify his behavior. The close coordina- 
tion of psychotherapy with the institutional 
program of activities is increased by keeping 
the staff fully informed of the progress of 
individual patients through regular weekly 
meetings and through the daily contacts of 
personnel. All this implies, of course, a far 
closer relationship and treatment interaction 
of the superintendent and his staff to indi- 
vidual patients than is possible in the tra- 
ditional large correctional or psychopathic 
institution with its proportionately small 
ratio of treatment personnel. Moreover, the 
interpersonal relations at Herstedvester are 
relatively informal and nonauthoritarian, 
with encouragement of  self-expression— 
gradually redirected—from the inmates. 
Although Herstedvester is a close security 
institution, containing mainly habitual and 
dangerous offenders who have displayed some 
degree of psychiatric deviation, the institu- 
tion provides for varying degrees of custody 
both within and outside its walls. One group 
of detainees who have proven their dependa- 
bility is housed in most attractive quarters 
which they have decorated themselves and 
where they enjoy a maximum of freedom. 
An open, 6-acre farm, Kastanienborg, lo- 
cated a short distance from Herstedvester, 
has been acquired where 20 men preparing 
for release on parole, some of them castrates, 
are occupied in market gardening. They have 
a simple, nonrestrictive environment and live 
at a converted farmhouse. There is also a 
half-open branch, surrounded by a light wire 
fence, for 40 men located in an old manor 
house, Lekkende, in South Zeeland where 
detainees work in gangs under supervision. 
The diversification of facilities permits a 
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good measure of classification and transfer, 
facilitating the adjustment of program to in- 
dividual. An important additional motivation 
is provided by “exit passes.”” Detainees who 
have been diligent and well-behaved for a 
year may receive permission to leave thie 
institution for 8 hours each month, accom- 
panied by one of the institutional social 
workers. These excursions are found to be 
a real solace, especially for men who are 
contined for long periods, although thev are 
frequently depressed upon returning to the 
institution. They are moved, at the same 
time, to strive toward freedom. 


CASTRATION FOR THE SEX PsyCHOPATH* 


The most striking single feature of the 
programs in those European countries that 
have given some special attention to thie 
problem of the sex psychopath is the em- 
ployment of castration as a method of ther- 
apy for certain cases. Castration has been 
used to a greater or less extent in Denmark, 
Sweden, Norway, Finland, Holland, Switzer- 
land, Greenland, Iceland, and Nazi Germany. 
In those countries, moreover, where this 
treatment has been tested extensively, it has 
received rather strong, though not indiscrimi- 
nate or uncritical, endorsement. 

Denmark was the first country to enact a 
special castration law, first passed in 1925 
and revised in May of 1935, which estab- 
lishes the purpose of the treatment and the 
circumstances under which it may be per- 
formed. The method has received its strong- 
est support in that country from Dr. Knud 
Sand, the Danish sexual biologist who is 
professor of forensic medicine at Copenha- 
gen University and chairman of the Medico- 
Legal Council: he was responsible to a great 
extent both for the enactment of the sterili- 
zation-castration laws and for the research 
investigations into their effectiveness in treat- 
ment of the criminal. 

Considerable interest was expressed in cas- 
tration in Europe during the 1930's. This 


TIt should be pointed out, perhaps, that this 
section refers specifically to gonadectomy and not 
to sterilization. Sterilization of the sex offender 
is also practiced in the countries under considera- 
tion, but with the narrower negative eugenic pur- 
pose of preventing procreation. It has no effect 
upon the individual's capacity to commit sex crimes. 


was exemplified by resolutions adopted at 
the Berlin meetings of the International 
Penal and Penitentiary Congress in 1935 
where the section on prevention of crime 
held, inter alia, that 


results 
lative to sexual disorders 
in cases involving a leaning toward criminality, 
ought te cause all States to amend or supplement 
their respective laws, so as to facilitate the perform- 
ance of such operations upon demand or with the 
consent of the person concerned in order to free 
that person f disordered 


2. The favorable preventive-therapeutic 
from castration achieved re 


from a sexual inclination 
which might bring in its train the committing of 
sexual crimes.* 


vided for.] 


(Compulsory castration is also pro- 


The large number of Nazi delegates there 
(425) voted unanimously in favor of the 
resolutions supporting castration and sterili- 
zation and ensured their passage over the 
vigorous objections of delegates from some 
of the western nations. Laws permitting cas- 
tration have been enacted in the other Scandi- 
navian countries since 1933 and Finland has 
been added most recently to the group. Stat- 
utes and administrative practices vary con- 
siderably in the several countries as to the 
circumstances under which the surgery may 
be performed, the ideology supporting the 
policy, the types of institutions used for the 
sex offenders, and the associated treatment 
measures. They are rather similar, however, 
in providing for castration under specified 
circumstances when abnormal sexuality has 
been evidenced by criminal behavior and a 
psychiatric diagnosis. The purpose of these 
laws is alleged generally to be therapeutic 
rather than punitive or deterrent. 

While the preponderant attitude in the 
United States has been strongly hostile to 
castration, it is interesting to note, neverthe- 
less, that the method has been employed 
sporadically in different sections of this coun- 
try. Indeed, one of the earliest experiments 
in its use was conducted by Dr. Sharp in 
Indiana in 1899 on prison inmates in the 
effort to subdue their sexual impulses. In 
the 1930's castration was employed in Kan- 
sas for numerous instances of morally de- 
linquent, mentally deficient females at the 
state training school. More recently in Cali- 


® Negley K. Teeters. Deliberations of the Inter- 
national Penal and Penitentiary Congress, 1872- 
1935. Temple University, Philadelphia, pp. 186-187. 
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fornia this type of surgery has been em- 
ployed extralegally on sex offenders passing 
through one of the criminal courts there, the 
defendants receiving suspended sentences 
upon their consent to submit to the operation. 
These experiments have been narrowly lim- 
ited in time and numbers, however, and they 
have never received any wide sanction from 
medical or legal authorities. Castration has 
been proposed to some of the legislative com- 
missions seeking more effective policy in the 
handling of sex offenders, but nowhere has 
it been taken seriously in this country. 

The Danish law of 1935 provides for cas- 
tration and sterilization on a compulsory as 
well as a voluntary basis. The operation may 
theoretically be performed on an individual 
where the Ministry of Justice is informed 
by the Medico-Legal Council that his sexual 
instincts are such as to lead to crimes danger- 
ous to society, to his own psychic suffering, 
or to his degradation. There has been serious 
concern, however, that such compulsory cas- 
tration might be abused, and in practice a 
voluntary application of an offender must be 
submitted as well as approval by the Council 
and the sanction of the court before the op- 
eration can be performed. Authorities in 
Denmark assert that the present statute will 
be revised to eliminate the provision for com- 
pulsory surgery. The other Scandinavian 
countries and Holland also employ only vol- 
untary castration. Germany and Switzerland, 
however, have provided for and applied the 
measure against the will of the offender. In 
a very recent instance in Switzerland castra- 
tion was imposed in the case of a sexually 
aberrant murderer. Coercive castration is 
supported there on the ground of the neces- 
sity to incapacitate dangerous offenders. 

Psychiatrists consulted on the issue have 
held quite consistently that in order to 
achieve desired psychotherapeutic objectives 
the patient must desire and seek castration 
himself, that otherwise his feelings of resent- 
ment and inadequacy may be seriously dam- 
aging and, perhaps, dangerous. Moreover, 
the voluntary character of this treatment may 
go far to minimize the potential abuses in 
application of this extreme measure. It must 
be pointed out that under the Danish practice 
the patient’s decision to seek castration is in 
actuality something rather less than a free 


choice on his part, since prospective candi- 
dates for surgery are under indeterminate 
commitments to Herstedvester, the time of 
their release depending upon the decision of 
the authorities there. They know from the 
customary practice that without castration 
their confinement may be prolonged for many 
years and that their submission will result 
in early release. In numerous cases reluctant 
patients have been held for years before 
filing application for castration. Even in 
these instances, however, where the motiva- 
tion arises from the man’s desire for free- 
dom from institutional custody rather than 
from a real wish to be rid of his compelling 
drives toward prohibited sexuality, there is 
apparently a sufficient attitude of acceptance 
of the inevitable that the psychological as 
well as the organic effects of the operation 
may be considered benign. Castrates with 
whom the writer talked expressed their sense 
of release from the preoccupations, anxieties, 
and pressures that had troubled them over 
a period of years. Authorities stressed, how- 
ever, the importance of extremely careful 
selection of cases for castration, quite aside 
from the wishes of the deviant. Critical 
studies of their experience in Denmark have 
pointed to the conclusion that the cases that 
are most benefitted by castration are those 
in which there is clear evidence of biological 
aberration or mental deficiency along with 
persistent sexual delinquency. 

The Danish efforts with castration have 
been studied in considerable detail by Dr. 
Knud Sand, Dr. Louis Le Maire, and Dr. 
Georg K. Sturup, to discover the effects and 
the associated problems. Their investigations 
of the role of castration in the treatment of 
sex offenders are perhaps the most significant 
that have been published thus far. Inquiries 
by Sand and Le Maire reveal that in the 
10-year period, 1929-1939, there were 4,190 
sexual crimes in Denmark, of which com- 
prehensive records were available on 3,476, 
including recidivists. A total of 3,185 indi- 
viduals were involved in these crimes, and of 
this group 139 were ultimately castrated. 
Le Maire has analyzed the records in de- 
tail to discover the relationship between the 
crimes and the motives, stated in terms of 
the offenders’ psychological condition, and 
the numbers of castrates in these categories. 
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His data (shown reproduced in Table 1) 
may provide both insight into the castration 
policy in Denmark and also some useful com- 
parisons to American data on sex offenders 
(bearing in mind, however, that conceptions 
if sexual criminality differ between the 
countries ). 

Among the findings of Sands and Le Maire 
are the following significant points : 

1. Castration was applied most commonly 
where the offender revealed sexual abnor- 
mality, mental deficiency, or psychopathy. 
The most important group—the “sexually 
abnormal” displaying repetitive and com- 
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pulsive traits—-was made up largely of ho- 
mosexuals (those attacking young males), 
hypersexuals, bisexuals, pedophiliacs, ex- 
hibitionists, sadists, fetishists, masochists, 
and urolagniaes. 

2. Recidivism rates among the sex of- 
fenders were low, the average among all 
offenders being 16.8°>. In cases of rape, in- 
decent behavior toward boys, and indecent 
exposure, however, the rates were relatively 
higher (22.3%, 27.9%, and 32.9% respec- 
tively). Castration was performed most com- 
monly in cases that combined these offenses 
with the mental conditions noted under I 
above.* 


®Le Maire notes that “legislation and the gen- 
eral interpretation of public morals have established 


3. The castrates were divided almost 


equally between 3 categories as to prior crimi- 
nal history: those not previously convicted, 
those with one past conviction, and multiple 
offenders. However, t thirds of the first 
category were m ntal icients wl were 


found to respond favorably to castration). 
4. Castration was not employed generally 
in cases where no special motive for the of- 
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de mieux). In these cases the recidivist rates 
are generally very low and treatment of some 
other sort may usually prove adequate. Le 
f sex 
crime the recidivism rates are low, persistent 


Maire points out that in most cases o 


recidivism is even rarer, and where recidi- 


sO narrow a margin regarding xual divergences 
that ingment of the existir t s will not 
necessarily be evidence ict rmalities 

[his observation is at least « pplicable in 
the l ted otates, as Dr K \ resea n has 
evidenced so we I T his may be taken t mean that 
in numerous instances of offenses there is no 
aberration, no great danger of recidivism, no real 
need for treatment. This is in accordance with 
the writer's observations in relation to legislative 
policy in the United States. See the New Jersey 
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vism does occur, there is little probability of 
the type of offense becoming more serious.*° 

5. Castration was recommended for only 
a limited sphere of cases, in general where 
there has been marked recurrence of the de- 
viation and considerable danger to the public. 
As Le Maire has emphasized: “Radical spe- 
cial measures should not uncritically be in- 
stituted even if demands regarding the same 
are repeatedly raised by both the public and 
the press.” 

Dr. Sturup has analyzed the data on 300 
cases received at Herstedvester from 1935 
to 1943, of whom 79 were castrated and 40 
noncastrated sextial criminals, the remainder 
psychopaths of other types. He finds in 1950 
that only 2 of the 79 castrates have been sex- 
ual recidivists, while an additional 14 have 
committed offenses of other sorts. Among 
the noncastrated, however, 16 have recidi- 
vated sexually after release, and an additional 
10 have committed crimes of other sorts. The 
139 nonsexual criminals who spent, on the 
average, between 3 and 4 years at the insti- 
tution reveal a 57% recidivist rate since re- 
lease. It should be remembered, however, 
that these cases were for the most part dif- 
ficult psychopaths and repetitive offenders. 
Sturup concludes: “Surprisingly few disad- 
vantages attach to castration, but even so it 
must, in my opinion, be used with a certain 
amount of discretion, especially in cases of 
lighter sexual offenses. The detainee must 
show hyper-sexuality beyond doubt or a 
stable sexually conditioned criminality, be- 
fore we use this irreversible treatment.” 


THE SEXUAL PSYCHOPATH IN 
THE NETHERLANDS 


As we have suggested, Danish experience 
at the Asylum for Psychopathic Criminals 
compared to efforts elsewhere appears to in- 
dicate that Herstedvester is the most effective 
institutional facility developed thus far to 
treat nonpsychotic but psychiatrically devi- 
ated sex offenders. Certainly their work has 
been more thoroughly reviewed by the au- 
thorities than is true in other countries. The 


10 Le Maire found the type of offense in recidivist 
cases to be homologous in 73.5% of the instances. 
Only the cases of “abnormal sexuality” displayed 
rather frequent repetition and versatility. 


writer was much impressed, however, by 
some of the work being done in the Nether- 
lands for the psychopath, particularly that 
at the Psychiatric Observation Clinic at 
Utrecht, a facility under the direction of 
chief medical officer, Dr. P. A. H. Baan. 
This is a central observation post with ac- 
commodations for 40 patients where pris- 
oners from all over the country can be placed 
for periods of 6 to 8 weeks and through 
which a considerable proportion of psycho- 
pathic offenders pass. In what for a country 
of 10 million inhabitants is a highly diversi- 
fied system of institutional resources, there 
are government asylums for psychopaths in 
Avereest and some facilities for psychopaths 
at the special prison at Scheveningen, with 
medical administration at these institutions. 
Each provides a fairly full program of ac- 
tivities. There has not yet developed a very 
adequate program of classification in the in- 
stitutions in the Netherlands, however. At 
the Utrecht clinic they find that most of the 
so-called psychopaths prove to be deviates of 
other sorts: neurotics, encephalitics, endo- 
crinological types, and characterological de- 
viates. Not more than 10% are true psy- 
chopaths, as they interpret that term. 
Views concerning the sex psychopath ex- 
pressed by authorities at the Utrecht clinic 
differed in a number of ways from those in 
Denmark. Here castration is not specifically 
provided for by statute, but is an adminis- 
trative medical therapeutic measure that 
must be sought by the offender. There is 
usually no pressure upon him to request the 
surgery and, as in Denmark, approval of the 
government must be given. The trend has 
been away from the employment of castra- 
tion because of what they believe to be a 
danger of excessive personality changes. A 
considerable amount of experimental work 
has been done with other types of treatment. 
In particular, where the problem is one of 
hypersexuality the tendency is to employ hor- 
mone treatment rather than castration. They 
have found the administration of estrogenic 
substance (the female sex hormone) to be ef- 
fective in such cases, with the accompanying 
physiological changes much less profound 
than those resulting from gonadectomy. The 
endocrinological treatment is not irreversible, 
of course, and in some cases can be termi- 
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nated after a relatively brief period. There 
is considerable individual variation in this 
respect, however, some patients requiring ex- 
tended treatment. They observe that in the 
case of hypersexual females testosterone 1s 
not efficacious, producing in them a more 
erotic condition instead. Other medications 
have been found useful in particular types of 
sex deviates. Antabuse, in particular, has 
been employed successfully with alcoholics 
whose sexual aberrations have occurred as a 
consequence of intoxication. In such cases, 
so long as the offender undertakes to employ 
the antabuse treatment, they have found it 
possible usually to recommend early release 
from detention. 

Authorities at Utrecht indicated that they 
found certain psychotherapeutic techniques 
useful in the treatment of psychopathic de- 
viates, specifically group therapy, reeduca- 
tion, and psychological treatment. They 
stress the importance in their experience of 
the careful selection of a small group of 6 
to 8 members under the direction of a skilled 
group therapist. In their individual psychi- 
atric treatment, their emphasis is upon aiding 
the patient in the synthesis of his experience 
rather than analysis of unconscious motives 
to his behavior. They note the impossibility 
of providing deep analysis for psychopaths 
from the point of view of time, budget, and 
personnel but stress in addition the danger 
in many instances of intensifying rather than 
resolving the neurotic conflicts of the patient. 
Considerable emphasis is also placed upon 
aftercare, with both social workers and psy- 
chiatrists continuing therapy after the pa- 
tient’s release from an institution. They find 
such treatment in the community less expen- 
sive and often more effective than retention 
of the patients in institutions. 


TREATMENT OF THE SEX OFFENDER IN 
THE UNITED STATES 


What profit may be derived here from the 
experience in Denmark and elsewhere in 
handling the sex-deviated offender? It must 
not be forgotten that differences in culture 
—in the mores, legal systems, and ideologies 
concerning individual and social interests, and 
especially attitudes related to sex and civil 
rights—are basically important. These deter- 
mine not only what is considered improper 


in the field of sex behavior but also what may 
be feasible in the treatment of the sex of- 
fender. It is easy enough to inveigh against 
what may appear from a culturally relativistic 
point of view to be absurd standards con- 
cerning sex and personal liberties. Such an 
exercise is futile, however, in reformulating 
social policy: bitter experience has often at- 
tested the evil that may flow from legislation 
departing too greatly from the social mores. 
It would seem, however, that with appropri- 
ate regard to differences in the climate of 
values certain interpretations may be derived 
from European experience—some rather 
definitely, others more tentatively. 

1. “Sexual psychopathy” is apparently not 
a diagnostic clinical entity, at least as that 
term 1s customarily employed. There is too 
wide a variety in the forms of sexual offense, 
in the etiology of the behavior, and in the 
treatment needs of different offenders to sub- 
sume it all under this misleading term. In 
fact, there appears to be no close relationship 
between specific psychiatric or constitutional 
conditions and particular sex crimes. 

2. Castration, however effective it may 
appear to be in European experience with 
specialized types of sex deviates, cannot gain 
favor in the United States; At best it is a 
technique that should be employed, according 
to authorities abroad, for only a very limited, 
carefully selected group and with supplemen- 
tary treatment of a social-psychiatric nature. 
Castration is a nonreversible procedure sub- 
ject to serious abuses as Nazi experience has 
thoroughly proved. What with the hysteria 
so easily provoked in the United States rela- 
tive to sex criminality, there is very real 
danger that the castration technique, if it 
were adopted here, would too easily be mis- 
applied. Moreover, other methods of treat- 
ment, such as glandular therapy, which con- 
stitute far less of an assault upon the person, 
can be employed with effects rather similar 
to those produced by castration ( viz., desex- 
ualization and reduction of aggression). With 
the too-easy answer of castration at hand, 
once used, the development of other and 
superior methods would very possibly be neg- 
lected. Finally, though there is disagree- 
ment on the point, it appears that castration 
may produce pronounced personality as well 
as physical changes that may complicate the 
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problems of the deviate and increase his dan- 
ger to the community. 

3. The data from Denmark confirm recent 
findings in the States: that most sex of- 
fenders do not recidivate and that those who 
do tend to repeat their prior offenses rather 
than to develop more serious forms of crimi- 
nality. Very few display marked psychiatric 
aberration and most of them do not require 
special treatment methods differentiated from 
those applied to other types of law violators. 
The data suggest, however, that suspended 
sentence and probation could safely be used 
far more frequently than they are. 

4. It appears from the experience in Eu- 
rope that the difficult and dangerous cases 
are those in which there is a pattern of repe- 
tition of offenses along with serious psychiat- 
ric aberration. The formulation by the Group 
for the Advancement of Psychiatry, incorpo- 


rated into the 1950 sex legislation in New 
Jersey, appears to designate this group as 
precisely as can be done at the present 
time: offenders displaying repetitive-compul- 
sive sex behavior in aggressive attacks upon 
women or children. 

5. A treatment and research center com- 
parable to Herstedvester, with a strong so- 
cial-psychiatric orientation, is a primary req- 
uisite to the more effective handling of these 
sexual deviates. It appears that experimental 
work such as that carried on in Denmark and 
the Netherlands could and should be devel- 
oped in such an institution, employing tech- 
niques of group and individual psychother- 
apy, endocrinological and other medical 
treatment, along with a full, constructive 
program of activities. There should be a 
persistent search for more effective methods 
of treatment. 
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THE PROBLEM OF THE SEX OFFENDER ' 


KARL M. BOWMAN, M 


A sex offender is anyone who breaks a 
law relating to sex behavior. Various cul- 
tures have differed in regard to sex laws and 
customs. The ancient Egyptians favored in- 
cest in the royal families as did the Incas. 
The Greeks made a cult of homosexuality. 

Our own sex laws have been greatly in- 
fluenced by the ancient Jewish and early 
Christian codes. Today the statutes within 
our states vary widely. No states permit par- 
ent-child or brother-sister incest, but there is 
no agreement about legal sex relations be- 
tween other close relatives. In homosexual 
relations, the maximum penalty for sodomy, 
defined as male intercourse per anum, varies 
from 60 years in North Carolina to 3 years in 
Delaware and Virginia(1). New York and 
California are 2 of the 16 states (including 
District of Columbia) having special sex 
laws. Several others are considering such leg- 
islation. We find that, throughout history, all 


cultures have enforced some sex laws and: 


taboos. It is a mistake to think that primitive 
cultures have the fewest restrictions; often 
they have the most. 

People vary in their opinions as to what 
constitutes normal or abnormal sexual be- 
havior ; hence we find various definitions of 
normal sex behavior. By some, normal sex 
behavior is thought of as ideal sex behavior ; 
by others it is thought of as the average be 
havior of the entire population. Still others 
might approach it from the standpoint of 
health, defining normal sex behavior as be- 
havior that is healthy. And finally, there is 
the legal definition that any sex behavior 
forbidden by law is abnormal sex behavior. 

Much confusion in thinking results from 
a lack of understanding about these funda- 
mental concepts. For example, ideal sex be- 
havior may mean to one religious group 
heterosexual relations within marriage ; 


to 
another religious group it may mean only 


1The Menas S. Gregory Lecture, given at New 
York University, Bellevue Medical Center, Colle: 
of Medicine, January 24, 1951. 

2 Professor of Psychiatry, University of Cal 
fornia School of Medicine, and Medical Superin 
tendent, The Langley Porter Clinic. 
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heterosexual relations for procreation within 
marriage. It is doubtful if physicians, in- 
cluding psychiatrists and biologists, would 
all agree as to what is healthy sex behavior. 
Finally, the variations in laws among the dif- 
ferent states indicate that the legal a] proach 
is subject to the same confusion of thinking. 

Despite this complexity and confusion in 
sexual mores, there has been some progress 
in our approach and understanding of this 
most difficult problem. Thirteen years ago 
I discussed this problem in a symposium 
held by the National Committee for Mental 
Hygiene at their annual luncheon in New 
York(2). At that time I pointed out that 
there was no institute in the | 
for the study of sex; that there was great re- 


sistance to scientific study 


nited States 
+1 . . 
he subject; 


and that there was apparently only one in- 


f 
ot 


stitute of this sort in the entire world. Today, 

we find one of our state universities support- 
] + | } 

ing the Institute of Sex Research, and the 


work of Kinsey and his associates has already 


added enormously to our knowledge about 


sex. A few other institutions have supported 
animal experimentation such as that of Beach 
h 


at Yale. 


in the general attitude regarding this matter. 


It is heartening to detect a change 

We find that state legislatures are begin- 
ning to realize the necessity for scientific 
study 


that some of them are prepared to spend 


of the problem of sex behavior, and 


money and obtain the services of trained 
persons to work on this whole problem and 
to report to the legislature better methods 
for dealing with sex offenses. A year ago 
the California State Legislature appropri- 
ated $100,000 as the beginning of a long-time 


research on this subject. If we are to make 


progress in the understanding of this sub- 
ject and devise better ways of dealing with 
the problem of sex offenses, it is important 
to encourage scientific study of this problem 


and to review caretu is known 


what are likely fields for further study 
investigation. 
The California Legislature passed “an act 


into the 


| 
| 
to provide tor scientific research 
|| 
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problem of sex crimes, including the causes 
and cure of sex deviates, and making an 
appropriation.” The ideas of the California 
Legislature are fairly clear from a reading 
of Section 1 of this law, which is as follows: 


The Department of Mental Hygiene, acting 
through the Superintendent of the Langley Porter 
Clinic, shall plan, conduct, and cause to be con- 
ducted scientific research into the causes and cures 
of sexual deviation, including deviations conducive 
to sex crimes against children, and the causes and 
cures of homosexuality, and into methods of identi- 
fying potential sex offenders. 


It is apparent that general concern about 
sex crimes is focused primarily on sex crimes 
against small children and sex crimes of 
violence, with homosexuality causing a varia- 
ble amount of concern. 

Some legislative groups have assumed that 
the solution to the problem is simply to pass 
more sex laws and make the penalties more 
severe. A subcommittee of the United States 
Senate has made such recommendations. 
Most students of sex behavior do not feel 
that this method of dealing with the ques- 
tion is likely to be of any real value. 

It is important to keep in mind that sex 
is only one aspect of the personality and that 
it cannot be completely isolated and studied 
apart from the rest of the personality. The 
methods of psychiatry have much to offer in 
studying the total personality. It is perhaps 
wise to discuss briefly some of the more com- 
mon types of sex offenses. 


EX HIBITIONISM 


From the standpoint of arrests and con- 
victions exhibitionism is number 1 1n fre- 
quency. The vast majority of exhibitionists 
are relatively harmless offenders; mostly 
they are public nuisances and sources of em- 
barrassments, but there is a frequent and 
repetitious character that is worth noting. 
Exhibitionists are usually men, although now 
and then a rare case of female exhibitionism 
is reporte d. 

The biologic basis for exhibitionism ap- 
pears to be the tendency of male animals to 
strut and show off before the females, al- 
though in the higher apes there has been 
reported some exhibitionism of the genitals 
on the part of the female as an invitation 
to the male to carry out sexual intercourse. 


In human beings exhibitionism can be re- 
garded as a normal part of sexual foreplay. 
In exhibitionism, in some way or other, the 
emphasis is displaced, and sexual exposure 
becomes of maximum or sole importance to 
the individual. It is an obsessive-compulsive 
type of neurotic behavior for which psycho- 
analysis has offered specific interpretations. 
The urge to expose is closely associated with 
voyeurism—the wish to look as well as to 
be looked at—and tends to appear repeatedly 
in the same individual. The risk and danger 
of arrest seem to add spice to the desire to 
see and to be seen. 

Exhibitionism and voyeurism are not dan- 
gerous unless they occur along with more 
serious types of sex behavior. It should be 
stated explicitly that persons convicted of 
serious sex crimes do not commonly begin 
with voyeurism and exhibitionism and work 
up to crimes of violence and murder. Sex 
offenders have the same tendency as do other 
criminals to stick to similar types of offense. 
It is well known that burglars seldom be- 
come forgers, and vice versa. Such criminals 
stick to a particular type of criminal be- 
havior; the same is largely true of sex of- 
fenders. 


HoMOSEXUALITY 


The problem of homosexuality is ex- 
tremely complex, and opinions vary as to 
its importance in antisocial sex behavior. 
American culture has given little attention 
to female homosexuality and has been over- 
concerned with male homosexual relations. 
There are many variations in homosexual 
behavior. One group are normally hetero- 
sexual but resort to homosexual behavior 
when a partner of the opposite sex is not 
available. Another group of individuals are 
ambisexual and regularly indulge in both 
hetero- and homosexual relations and do not 
seek one form of sex behavior to the exclu- 
sion of the other. A third group desire only 
partners of their own sex. They can be 
divided into two groups. One group, the 
smaller, regard themselves as females and 
often ask for castrative operations. I have 
records of 2 males, both of whom have asked 
for complete castration, including amputation 
of the penis, construction of an artificial va- 


| 


252 THE PROBLEM OF THE SEX OFFENDER [ Oct. 


gina, and the administration of female sex 
hormones. I also have 2 cases of females who 
have requested a panhysterectomy and the 
amputation of their breasts, together with 
the giving of male sex hormones, in the hope 
that in some way the clitoris may finally de- 
velop into a penis. Male homosexuals of this 
type are called “queens” and seem to differ 
markedly from the main group of homosex- 
uals who are more nearly like the average 
man. Here we have an extremely interesting 
field for further investigation. We are there- 
fore setting up a careful plan to study a group 
of these so-called “queens,” carrying out the 
studies of body build as outlined by Kret- 
schmer and Sheldon( 3), making a thorough 
endocrine study, carrying out a thorough psy- 
chiatric history and a mental examination, 
including the use of the various psychologic 
tests such as Rorschach, Thematic Appercep- 
tion Test, Minnesota Multiphasic Person- 
ality Inventory, and several others. A physi- 
cal or anatomic difference in this particular 
group still remains possible, and study either 
to prove or disprove this point should be 
made. 

Viewpoints as to the causes of homosexu- 
ality vary, with resulting differences in opin- 
ion as to the chances for successful treatment. 
Freud felt that homosexuality is a disorder 
in psychosexual development. In each case 
of homosexuality, at any point, the develop- 
ment could have taken a different turn if 
the situation had been different. However, 
because of many conditioning experiences, 
the condition of homosexuality became fixed 
and the chances for cure small. During a 
recent visit | made at the University of In- 
diana, Professor Kinsey gave me a letter that 
Freud had written to an American mother, 
with permission to use it as I saw fit. This 
letter has been reproduced, in Freud’s own 
handwriting, in a recent issue of the AMeERri- 
CAN JOURNAL oF Psycuiatry. It appears 
to me worth while to present it at this time 
as | think it gives an excellent summary of 
Freud's ideas and is a most human and in- 
teresting document. 


Freup Letter 
April 9, 1935 
Dear Mrs. ——— 
I gather from your letter that your son is a homo- 
sexual. I am most impressed by the fact that you 


do not mention this term yourself in your informa- 
tion about | May I question you, why you avoid 
it? Homosexuality is assuredly no advantage but 
it is nothing to be ashamed of, no vice, no degrada- 
tion, it cannot be classified as an illne SS; we con- 
sider it to be a variation of the sexual function 
produced by a certain arrest of sexual development 
Many highly respectable individuals of ancient and 
modern times have been homosexuals, several of 
the greatest men among them. (Plato, Michelan- 
gelo, Leonardo da Vinci, etc.) It is a great injustice 
to persecute homosexuality as a crime and a cruelty 
too. If you do not believe me, read the books of 
Havelock Ellis. 

By asking me if I can help, you mean, I suppose, 
if I can abolish homosexuality and make normal 
heterosexuality take its place. The answer is, in 
a general way, we cannot promise to achieve it. 
In a certain number of cases we succeed in develop- 
ing the blighted germs of heterosexual tendencies 
which are present in every homosexual, in the ma 
jority of cases it is no more possible. It is a 
question of the quality and the age of the individual. 
The result of treatment cannot be predicted. 

What analysis can do for your son runs in a 
different line. If he is unhappy, neurotic, torn by 
conflicts, inhibited in his soci: 


1 
| life, analysis may 


bring him harmony, peace of mind, full efficiency, 


A 


whether he remains a homosexual or gets changed. 
If you make up your mind he should have analysis 
with me—I don't expect you will, he has to come 
over to Vienna. I have no intention of leaving 
here. However, don’t neglect to give me your 
answer, 

Sincerely yours with kind wishes, 

FREUD 

P. S. I did not find it difficult to read your hand- 
writing. Hope you will not find my writing and 
my English a harder task. 


The other viewpoint is that homosexuality 
is a deeply fixed pattern, either inherited or 
determined very early in life by physiologic 
factors. Midway is the opinion that homo- 
sexuality is caused by combined psychologic 
and physiologic factors. 

Ford and Beach believe that sexual inver- 
sion reflects the essentially bisexual charac- 
ter of man’s mammalian inheritance. In their 
book, Patterns of Sexual Behavior(4), they 
report many observations on homosexual be- 
havior in animals. It is the only sexual ex- 
pression in a few members of each species. 
It is common in male and very uncommon in 
female animals—facts that suggest a basic 
inherited potentiality for homosexual behav- 
ior. Kallmann’s(5) careful study of homo- 
sexuality in identical twins, reported recently 
at the New York Academy of Medicine, also 
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favors the genetic determination of homosex- 
uality. Beach disagrees with the idea that 
early conditioning and social pressures largely 
account for homosexual expressions. He finds 
that the large majority of subhuman mam- 
mals, regardless of conditioning, usually pre- 
fer heterosexual to homosexual relations, if 
given their choice. 

Anatomic studies by Sheldon have shown 
no primary physical feminine characteristics 
in known male homosexuals, but these men 
do have feminine mannerisms and expres- 
sions in facial and body movements. 

Some workers have observed an imbalance 
in the androgen-estrogen ratio(6) in homo- 
sexuals, and on this premise have assumed 
an endocrine basis for homosexuality. All 
sorts of anatomic and physiologic changes 
have been reported and considered as causal 
by various observers. These reports include 
such different findings as abnormalities of 
the central nervous system, disordered basal 
metabolism, hypoglycemic states, etc.(7). So 
far all these ideas are still unproven theories. 
It seems important to determine whether or 
not some of these ideas are correct. 

Accordingly I have arranged with the ster- 
oid laboratory of the University of Cali- 
fornia School of Medicine at Los Angeles, 
to carry out a study of certain steroids and 
anti-enzymes in the urine and blood of sex- 
ual deviates in 2 of the state hospitals near 
Los Angeles. These studies should yield us 
specific information concerning the possible 
relationship of these steroids and anti-en- 
zymes to homosexuality. This research has 
been under way for less than 6 months and 
no material is yet available for publication. 

It is of interest that some of our officials 
in Washington have the naive idea that ex- 
cluding homosexuals from government serv- 
ice will do away with the problem of foreign 
spies securing secret information. Homosex- 
uals are no more open to seduction than are 
heterosexuals, and history is full of accounts 
of beautiful female spies who have secured 
important secrets from other governments 
by their heterosexual seductions. We find 
that some rulers in the past have tried to 
make their positions safe by surrounding 
themselves with eunuchs, but even this de- 
vice did not prevent the rulers from betrayal 
at times. In view of the high incidence of 


some type of homosexual indulgence in 
American males as reported by Kinsey, there 
would seem to be little or no chance of keep- 
ing our government offices free of overt ho- 
mosexuals. If one wishes to add the group 
of latent homosexuals, it is obvious that we 
are witnessing some of the wish-fulfillment 
thinking, disassociated from reality, that we 
see in our schizophrenic patients. 

An amusing article in Science News Letter 
for July 1, 1950, points out that, if we apply 
Kinsey's figures upon the incidence of ho- 
mosexuality to members of Congress and 
male Civil Service employees, we would as- 
sume that 192 white male members of Con- 
gress and 525,279 male Civil Service employ- 
ees are poor security risks for this reason. 
The facts are that the majority of homosex- 
uals are no particular menace to society. A 
small number of them, like those who are 
heterosexual, will attempt to seduce or sexu- 
ally assault others or try to initiate sex re- 
lations with small children. They are unde- 
sirable persons in the community. 

Society is entitled to protect itself against 
such individuals whether they are homosex- 
ual or heterosexual. Homosexual seduction 
of children is just as important as hetero- 
sexual seduction and perhaps even more seri- 
ous in its effects. Society must and should 
guard against it rigidly. Certain dangerous 
acts do occur. Some overt homosexuals, in 
their hunt for partners, may be attracted to 
latent ones who greatly fear any homosexual 
expression(8). Relations of this kind often 
end in atrocities that may be against children 
and youths. 


FETISHISM 


Ordinarily the perversion of fetishism is 
harmless. There are occasions, however, 
where it appears to be the beginning of a 
more serious type of sex abnormality, in 
which murder and mutilation may occur. 

It is not well understood in what situations 
fantasy passes over into action. In the well 
known Chicago case, Heirens at age 9 used 
female underclothing as a fetish(9g). Later, 
the act of breaking through a window to ob- 
tain feminine garments excited him greatly 
and often resulted in orgasm. By the age of 
17 he had committed 25 burglaries, 1 rob- 
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bery, 1 assault to murder, and 3 murders, 
including a kidnapping. During these crimes 
the least noise might set him off; and he 
might kill. To Eissler(10) it is incredible 
that parents, teachers, and priests did not 
suspect the many rich gifts, clearly beyond 
the youth’s means, and that they ignored 
other signs. Heirens’ wall daubing, “lor 
heaven's sake catch me before I kill more, | 
cannot control myself,” Eissler considers a 
genuine plea for help. 


Sex OrreNses AGAINST YOUNG CHILDREN 


Sex offenders against young children ar 
a very serious social problem. In a very few 
cases the sexual attack on the child may b« 
based on some superstition, as for example, 
the idea that intercourse with a virgin, pref- 
erably a child under the age of 7, cures vene- 
real disease(11). In the majority of cases, 
however, the men are over 40 years of age. A 
large percentage of them are impotent, either 
relatively or absolutely. In many of these 
cases it appears that the individual feels in 
adequate to approach a full-grown woman, 
but 1s able to get more or less vicarious se: 
pleasure through some kind of sex play with 
the small child. In homosexual acts with 
small children this may not be the case. In 
many of the older men involved in sex of- 
fenses toward little girls, it appears that the 
behavior is the evidence of an early senile or 
organic brain change, in which the ordinary 
controls and inhibitions are becoming lost. 
A great many of these men have had unblem- 
ished reputations so that these offenses could 
not have been anticipated. 

The harmful effects of such sexual rela 
tions to the child victim have been at times 
exaggerated. Bender and Blau’s(12) excel 
lent study at Bellevue Hospital of 16 chil 
dren, aged 5 to 12, who had sex relation 
with adults showed less fear and guilt in the 
children than expected. The immediate harm 
ful effect was mainly interference with the 
child's education and other juvenile interests 
Che child’s greater-than-usual preoccupation 
with sex hindered school advancement. For 
later effects these writers cite Rasmussen's 
Danish study of 54 women who had been 
child victims of convicted sex offenders 
Only 8 had serious abnormalities in adult 


life and in these the early sexual trauma was 


not judged an important factor. 


Incest, more common than generally 
thought, is most frequent between father and 
daughter and between brother and sister. It 


is extremely rare between mother and son. 


Many reports stress such socio-economic fac- 


tors as very large families and bad living 
quart¢ rs as important ¢ 5 
THe Victim 
\ 1, ’ 

Study Of se CTimes agains Cill ren 
can achieve no adequate, complete under- 

standing without a thorough psychiatric study 
of the child and the child’s family, as well 


as a full study of the offender. My own ex- 
perience with these cases at Boston Psycho- 
pathic Hospital and at Bellevue Hospital, to- 
gether with Dr. Bender’s work, leads me to 
emphasize two ideas: first, that often the 
most harmful effect of sex offenses to the 
child is the attitude of the family and associ- 


ates ; second, the question whether the crime 


is 100 the la 


ilt of the offender or whether 
in a considerable number of cases the child 
may have contributed more or less to the 
situation and have some degree of responsi- 
bility for what occurs. Lender noted that 
several of the 16 children in her study did 
not resist, but even invited or i: itiated sex 
relations. In two studies(13) of statutory 
rape, the sexually delinquent minor girl was 
a more important psychiatric problem t 
the nonpsychotic male offender. 

It is important that a number of cases 


from which to draw statistical conclusions 


about the effect of the sex experience on the 
child ind also the devree to wl h the child 
conti ted to the act, be considered ir a 
study. 

In order to answer these questions, we are 


setting up the usual team of psychiatrist, 


psychologist, and psychiatric social worker in 

San Francisco’s new Youth Guidance Center, 

which also houses the Juvenile Court. The 


officials of this Juvenile Court, the Probation 


Department, and all those connected with 
this Youth Guidance Center have been most 


friendly and cooperative, and have indicated 
their desire to work with us and help solve 


these problems. We hope eventually to have 
Sorn worthw 


e statistics on this subject. 


f 
| 
| 
| 
‘ 
| 


1951 | KARL M. 


BOWMAN 255 


MURDER 


Observers estimate that genuine sex mur- 
der is rare, perhaps 25 to 100 cases a year in 
the whole country(14). In a few cases, as 
noted, homosexual panic may lead to a sud- 
den homicidal assault, or assaults on children 
by adults may end in murder. Psychiatrists 
have noted that some passive, effeminate 
boys may try to assert themselves by crimi- 
nally aggressive behavior. MacDonald(15) 
warns that superficial investigation often in- 
tensifies these impulses and may lead to mur- 
der. This trigger-quick aggressiveness was 
found in a study of 14 male murderers of 
girls or women(16). Cushing(17) points 
out that a sex case involving forceful rape 
or death after sexual relations is not, per se, 
a sexual offense, but primarily a crime of 
forceful assault or of murder. 


MISCELLANY 


Other sex offenses include sex relations 
with a corpse and bestiality. Kinsey’s figures 
(18) show that 8% of all males and more 
than half of the boys raised on farms have 
some type of sexual contact with animals. 
Frequencies vary from once or twice in a 
lifetime to several times a week for some 
years. The incidence is very high in some 
western areas. Legal codes usually rate these 
acts as sodomy ; the penalties vary. In Cali- 
fornia the maximum penalty is 20 years. 
This overvaluation of animals may have 
some connection with the fanaticism of anti- 
vivisection. It is possible that the same forces 
that cause antivivisectionists to attempt to 
stop medical progress and allow diseased 
children to die, rather than subject a few 
animals to laboratory investigation, likewise 
motivate the high penalties for bestiality. 

Lack of time prevents a discussion of 
the types of heterosexual relations forbidden 
in many states, even if the couple is married 
and both are willing partners to the act. Such 
behavior is without effect on the rest of so- 
ciety and is even recommended as a part of 
the foreplay in most of the standard books 
regarding sex relations in marriage. 


DraGNostic TEsts 


A small literature is accumulating on diag- 
nostic tests helpful in differentiating sexual 


deviation. Several studies(19) have indi- 
cated that content analysis of Rorschach tests 
has value. In male homosexuality, derealiza- 
tion and dehumanization, with confusion as 
to sex identification, appear; also human 
movement and a high percent of sexual con- 
tent responses, along with responses concern- 
ing feminine apparel, behavior, and attri- 
butes. A selective vocabulary test is claimed 
to score homosexuals significantly (20). 

Guttmacher(21) reports Rorschach stud- 
ies, as yet unpublished, that delineate a pas- 
sive approach in exhibitionists: color pre- 
dominates over movement, and there are 
signs of a vague, uncreative personality, with 
some depersonalization. In the rapist there 
is more control, surface restraint, with many 
movement responses and inner compulsive- 
ness. The man is unsocial and allows tension 
to accumulate to the point of explosiveness. 
Fantasies of violent penetration and forced 
intercourse recur in the test battery. 

Some workers advocate the electroen- 
cephalograph as a diagnostic aid. Significant 
correlation appeared between unspecific ab- 
normal EEGs and the capacity to commit 
violent, apparently motiveless acts, although 
Ie EGs were normal in 3 cases of sex murder 
(22). An epileptic equivalent is suspected 
in crimes of extreme cruelty committed late 
in life(23). Ina series of thefts of compul- 
sive nature committed by homosexuals the 
IEG was thought to locate toxic-organic 
factors(24). However, Gibbs(25) and co- 
workers found that subclinical forms of epi- 
lepsy and organic brain disorder did not 
significantly contribute to crime in sane pa- 
tients. No correlation appeared between ab- 
normal I:I-Gs and sexual behavior disorders 
in a series of children’s cases(26). 

Gioscia( 27) claims that the absence of the 
gag reflex “in the absence of an organic le- 
sion, hysteria, or paralysis, is a definite indi- 
cation that fellatio has been practiced.” In 
his figures, however, he reports a negative 
gag reflex in 36% of cases of drug addiction 
and 18% of cases of schizophrenia. 


TREATMENT 


All treatment must start with a thorough 
psychiatric study of the offender and, in 
many cases, of the victim. Sexual psycho- 
pathy is but one aspect of the whole person- 
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ality and any type of treatment must take 
into account the total personality. At the 
present time it must be admitted that the re- 
sults of treatment are, on the whole, unsatis- 
factory. There is great need of developing 
better and simpler techniques. If mere de- 
tention is society’s main protection against 
the offender, then imprisonment is more ef- 
ficient than hospitalization, as some crimi- 
nologists have noted. 

Attempts should be made to determine ex- 
actly what cases require institutionalization. 
Certain cases of fetishism, some of the ag- 
vressive, seductive homosexuals, and sex of- 
fenders against children who show either the 
extreme compulsive, repetitive type of be- 
havior or early signs of organic brain dis- 
ease should be segregated for the protection 
of society. 

If one is interested in trying to help the 
offender to establish a more normal sex life, 
it is obvious that the ordinary imprisonment 
will not serve the purpose; particularly 1s 
this true in regard to homosexuality. Segre- 
gating a male homosexual for months or 
years in a prison where he will see only other 
men and where he will be often isolated with 
a group of other homosexuals can hardly re- 
sult in anything but reinforcement of the 
homosexual tendencies. 

In general, one may divide the methods of 
treatment into psychologic methods and phys- 
iologic methods. To those who feel that 
sex deviations are brought about according 
to Freud's ideas, an orthodox psychoanalysis 
may seem the best and, in fact, the only pos- 
sible way of treating the patient successfully. 
Granting the most extreme claims of any of 
the Freudians, even assuming that they could 
cure every patient and increasing the number 
of psychoanalysts tenfold, one would find 
that, even if the psychoanalysts devoted 
themselves exclusively to these problems, the 
cures would be so few in number that the 
whole problem would be relatively un- 
changed. 

Various types of short techniques and 
group psychotherapy have been tried by 
many with some varying results. Bromberg 
feels that he has been able to attain certain 
results with psychodrama where other tech- 
niques have failed. One might sum it up by 
saying that all the standard techniques of 


psychotherapy have been used in the treat- 
ment of sex offenders without a very impres- 
sive result. We have a second group who 
fee] that the approach should be primarily 
physiologic and who have reported results of 
treatment by hormonal injections, castration, 
convulsive shock therapy, and brain opera- 
tions such as lobotomy. A variable degree of 
success is claimed by those reporting these 
types of treatment. It would seem somewhat 
easier to check the value or lack of value of 
these physical methods of therapy, and it is 
iggested that a number of pieces of worth- 
while research might be carried out in this 
|. Since in California certain courts have 
agreed to place a sex offender on probation 
if he submits to castration, it seems to me 
that we have an excellent opportunity here to 
carry out a number of basic studies both psy- 
chologic and physiologic. If we can obtain 
a number of these prisoners prior to castra- 
tion and carry out a most thorough and in- 
tensive psychiatric study, including the use 
of standard tests such as the Rorschach and 
Thematic Apperception Tests, and if we also 
work with the endocrinologist who can carry 
out a most thorough endocrine study with 
hormone assays, we can then repeat all of 
these studies after castration and acquire a 
large number of data bearing on this whole 
subject. 

Another point of special interest to the 
psychiatrist is to try to determine why one in- 
dividual indulges in sex fantasies but does not 
carry them out in actual behavior, whereas 
in another individual the fantasies break 
through into overt acts. This may be closely 
linked up with the fact that the normal indi- 
vidual has a rich fantasy life, but never con- 
fuses fantasies with reality; whereas in 
certain mental disorders, particularly in 
schizophrenia, one often sees the fantasies 
breaking through with all the forces of re- 
ality, and the patient living out his fantasy 
life as if it were real. Determining what 
factors cause the difference between fantasy 
and overt behavior might be of great value 
in helping to solve this problem. 


CONCLUSIONS 


From my brief survey it is clear that the 
whole problem of the sex offender is a most 
complicated one and involves many fields. 
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All attempts at better diagnosis, treatment, 
and prevention will require many years of 
cooperative research by scientists from many 
different fields. There is no one over-all way 
of attacking the problem. Rather one must 
attack individual facets. It is possible to pose 
a series of specific questions to which there 
is reason to believe we can get specific an- 
swers. By setting up more and more of these 
researches, which will attack limited phases 
of the problem, and by securing answers to 
such phases, we can hope to be able eventu- 
ally to throw these answers together and by 
combining them obtain a solution to this 
problem. 
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OBJECTIVE METHODS OF EVALUATING PROCESS 
AND OUTCOME IN PSYCHOTHERAPY ° 
JAMES G. MILLER, M.D., Pu. D., Cuicaco, Ituinots 


Can we find a psychiatric equivalent of the 
autopsy ? 

Pathological study of tissue from surgical 
operations and post mortems has greatly im- 
proved understanding of the nature of dis- 
ease and the effects of therapy, and has raised 
standards of medical practice. Psychother- 
apy at present is conducted in a great variety 
ot ways by different practitioners, who base 
their procedures on a diversity of theories. 
In spite of the marked deviations in tech- 
niques used, psychotherapists almost univer- 
sally claim that they help patients. Fre- 
quently they claim to benefit a majority of 
those who consult them. Though the task is 
difficult, it is extremely desirable that we find 
techniques for making objective, comparative 
analyses of process and outcome of these 
diverse psychotherapeutic procedures, so that 
we may ultimately discover the real truth 
about these strangely similar claims about 
the effectiveness of conflicting practices. 

Probably the most complex problem that 
must be faced in developing comparative 
measures of outcome is the fact that a diver- 
gent multiplicity of criteria for successful 
therapy exists. There are therapists who ac- 
cept simple disappearance of symptoms or 
effective treatment. 
However, this is a notoriously treacherous 
criterion. In hysteria, for instance, the end 
of one symptom frequently is just a signal 
for the beginning of another manifestation of 
pathology. And for all psychoneuroses—not 
only hysteria—the treatment of symptoms 
and signs alone without attention to under- 
lying etiology is as unsatisfactory as it is in 


evidence of 


signs as 


general medicine. 
Other psychotherapists use as a criterion 
of success social adjustment on the job, in 


e community, or in the family. The put 
pose of much vocational counseling is con 


sidered accomplished when adequate job 


adjustment has been made, even though ps) 


1 Read at the 1o7th annual meeting of The Ameri 
can Psychiatric Association, Cincinnati, Ohio. May 
7-11, 


8 


chopathology may continue. In child guid- 
ance clinics family problems are frequently 
high-lighte a ie the rapist 1s satisfied 
parents and the child have estab- 
lished adequate relationships. 

In other cases, the psychotherapist may de- 
efforts to altering the adjustment of 
the patient until the patient’s personal satis- 
faction is hi 1 


vote hi 


gh. When he comes thoroughly 


to accept himself, psychotherapy is con- 
sidered to be successful, regardless of the 
continuation of symptomatology, objective 
signs, or inadequate social adjustment. 
Finally, a common criterion appears to be 
the psychotherapist’s own satisfaction with 
the adjustment of the patient in terms of his 


lar the 


The deci- 
sion as to when psychotherapy shall end is 
made by the therapist in terms of his per- 
sonal assumptions as to what sort of psycho- 
situation constitutes adequate ad- 


ry of personality. 


dynami 

justment. 

Because there are great difficulties in re- 

solving these conflicts of criteria, it is impor- 

tant to 


searcn 


subject the matter to intensive re- 
Such investigations may indicate that 
these criteria are highly correlated—for in- 
stance, that social facility, family adjustment, 
and inner satisfaction ordinarily develop con- 
comitantly in successful psychotherapy. It 
may be possible also to show under what cir- 
cumstances and in what personality types 


criteria d 


these do not converge. Also it may 
be feasible by research to establish wavs to 
select among the variou possible gx als of 
theray \s a scientist the psychotherapist 
may say that his techniques enable him to 
chieve one or another of these ends in a 

n situat but tl cision as to which 
of the goals is desirable should be left to the 
patent, to representatives of society, or to 
whoever is the proper dne to make such value 

gments, which is the role of citizens and 
rts 


It is to be expected that the first efforts 


. objective, quantitative approach 
» matter like the evaluation of 
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process and outcome of various forms of 
psychotherapy would necessarily seem over- 
simplified and naive. This is true of the first 
investigations of any complicated phenome- 
non by any science. The relevant variables 
need to be discovered and isolated, methods 
for measuring them need to be devised, and 
the reliability and validity of those measur- 
ing instruments need to be improved. It is 
also important to develop methods of assur- 
ing that the problem is not oversimplified so 
that relevant variables are forgotten. It is 
the nature of the analytic processes of science 
that at first relevant variables have to be 
slighted while attention is concentrated on 
understanding others. The hope always is, 
of course, that eventually all variables can be 
studied simultaneously. Regardless of early 
shortcomings, however, the only way to ad- 
vance knowledge is to do the best possible 
at any given moment and to improve the 
techniques in later investigations. Discussed 
below are some new methods for making 
such studies that have been recently em- 
ployed at the University of Chicago(1), all 
of which are applicable to any sort of 
psychotherapy. 


RATING OF PSYCHOTHERAPEUTIC PROTOCOLS 


One procedure involves the use of tran- 
scribed protocols from electrical recordings 
of psychotherapy. It is possible to study 
either every interview of the therapeutic 
course, or randomly chosen interviews, or 
equally spaced interviews like the first, tenth, 
twentieth, thirtieth, fortieth, etc. Various 
characteristics of these interviews may be 
described or rated by one or more trained 
raters who do not know the order in which 
the interviews occurred, since any statements 
that would reveal this order are disguised 
before being presented to the raters. An 
endless number of aspects of the protocol 
may be studied in this way and quite a few 
investigations of this type have already been 
carried out. Some deal with the interview as 
a whole. Others are concerned with individ- 
ual “therapeutic units” in the interview or 
individual statements, sentences, or even 
words. In general it has been found that 
raters carrying out these tasks independently 
agree highly among themselves. Coefficients 


of reliability commonly range from the mid- 
dle .70’s to .90 or above. 

The following are some examples of in- 
vestigations of this sort: 

Seeman(2) has studied negative and posi- 
tive attitudes toward the self that are ex- 
pressed in psychotherapeutic interviews. He 
has discovered that, in cases’ considered by 
the therapist to be successful, the number of 
negative statements of attitude toward self 
diminishes and positive statements increase 
throughout the course of treatment. He 
found also that, as the therapy progresses, 
positive attitudes are expressed more in the 
present tense and less in the past while the 
reverse is true of negative attitudes. More- 
over, the raters agreed, on the basis of their 
independent interpretations of patients’ state- 
ments, that there is a decrease in exposition 
of problems and an increase in insightful 
solutions of them as successful therapy 
proceeds. 

Using a similar method, Sheerer(3) has 
shown that acceptance of self and of others 
increases throughout the course of treat- 
ments considered by the therapist to be suc- 
cessful; that is, as the subject comes to 
accept himself he also becomes more accept- 
ing of others. Using a similar method, 
Haigh(4) has shown a decrease in defen- 
siveness throughout successful therapy, and 
Hoffman(5), having judges rate bits of be- 
havior reported by the patient in his thera- 
peutic interviews, found that as successful 
therapy continues the patient becomes more 
mature. Raskin(6), comparing a number of 
these different ratings of changes during psy- 
chotherapy on the same cases, found that 
“desirable” changes (that is, increase in posi- 
tive attitudes toward the self in the present ; 
increase in insight; increase in acceptance 
of self and others; decrease in defensive- 
ness; and increase in maturity) correlated 
highly one with another, with Pearson cor- 
relation coefficients from .34 to .86. 

Postulating that one indication of suc- 
cessful therapy is that the client relies more 
and more upon the evidence of his own senses 
in establishing a basis for behavior and less 
and less upon values and attitudes set by 
others without reinforcement by his own 
sensory experience, Raskin(7) conducted 
another study to see whether in therapy a 
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shift his locus of evaluation 
from relative emphasis on others as a source 
of evaluation to relative emphasis upon him- 
self as evaluator of experience and behavior. 
lie found, on the basis of ratings applied to 
interviews in 10 cases, that throughout the 
course of therapy a significant shift took 
place in the direction of greater emphasis on 
the self as the evaluator of experience. 

Grummon(&) undertook an _ intensive 
study of grammatical and psychogrammati- 
cal language categories employed in psycho- 
therapy. After distinguishing approximately 
300 linguistic categories, he studied their 
relative frequencies of use early and late in 
the therapy of 4 clients showing different 
degrees of improvement as judged by tests 
and counselor ratings. He found that certain 
linguistic categories appeared to be promis- 
ing in their ability to differentiate successful 
from unsuccessful therapy. These were: 
(a) active vocabulary size, which increased 
from early to late successful therapy; (b) 
clause length and number of subordinate 
clauses both showed increase; and (c) ad- 
jective-verb ratio showed a change in the 
direction of increased proportion of adjec- 
tives. Grummon related these findings to 
psychological properties of language use and 
concluded that they have significance in eval- 
uating psychodynamic changes occurring in 
psychotherapy. 

Much of this work has methodological 
similarity to that carried on by Dollard and 
Mowrer(g) who determined the change in 
balance between discomfort and relief state- 
ments (the Discomfort-Relief (Quotient ) 
during the course of social casework. 


chent would 


CONTROLS 


In order to make a thoroughly scientific 
study of the process and outcome of psycho- 
therapy it is important to use controls. We 
cannot assume that just because a patient 
unproves, by one or another criterion, dur- 
ing a period of therapy, the change is nec- 
essarily the result of the therapy. This 
assumption is no more valid for psychother- 
apy than it would be for a treatment for the 
common cold. We do not know the natural 
history of the psychoneuroses well enough to 
be sure that they are not self-improving or 
self-limited. To evaluate the outcome of any 
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ict. 
her: 
therapy it 


group 


is therefore essential to study a 
of patients who have not had psy- 
chotherapy and compare them those 
who have, or to compare those treated by one 


system 


with 


with similar patients treated by 
The basic research design 


for any investigation of this 


another system. 
involves 
examination or testing of a treated and an 


sort 


, perhaps dur- 


untreated group before therapy 
ing therapy, at the end of thera 


herapy, and over 
a follow-up period, preferably of relatively 
long duration. Such research is extremely 
expensive of time and money and difficult to 
carry out, but until such work is done much 
of our discussion of psychotherapy will be 
conjecture rather than science. 

A number of control techniques have been 
developed that can be used in the clinic. One 
of these is the method of matched controls— 
that is, using an experimental group and a 
control group each with the same number of 
individuals, selecting several variables like 
age, sex, psychiatric status at the beginning 
of therapy, socio-economic level, etc., and 
having each individual in the experimental 
group paired exactly in terms of these im- 
portant variables with an individual in the 
control group. There are various difficulties 
with this method. For one thing, it is ex- 
tremely hard to find individuals who match 
exactly with the treated patients if more 
than 3 or 4 variables are considered. With 
each added variable the difficulty increases 
geometrically, so that it is nearly impossible 
to match a group on 6 or more variables. 
Nevertheless, there are probably many vari- 
ables on which matching would be important, 
so a single study cannot control them all. 
Another perplexing issue is that we do not 
know what variables are relevant and per- 
haps no 2 people are sufficiently alike to make 
matching of any significance. 

There are certain ways in which the match- 
ing of controls can be made easier. One is 
to use as large intervals as possible in. meas- 
uring each variable. For example, measure 
age in decades or simply by periods of life— 
childhood, adolescence, early adulthood, and 
late adulthood. 
arrange the 


Another simplification is to 
control the same 
number of individuals in each category for 
each variable as the treated 
group, but not requiring that each individual 


group with 


there are in 
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be matched exactly. For example, a 29-year- 
old colored male and a 34-year-old white 
female might be matched by a 29-year-old 
white male and a 34-year-old colored female. 
This would result in having the same num- 
ber of 29- and 34-year-old people in both 
groups, the same number of whites and Ne- 
groes, and the same number of males and 
females. The shortcoming of this procedure 
lies in the fact that intensive individual case 
studies of a treated and a similar untreated 
person cannot be made, but statistical com- 
parisons of the 2 groups are possible. 

The analysis of variance is a relatively 
new statistical method that is much easier to 
employ than the method of matched con- 
trols. Again it does not make possible the 
comparison of similar treated and untreated 
individuals, but otherwise it has many ad- 
vantages. The details of this method cannot 
be described here but are readily available in 
standard books on psychological statistics 
(e.g. 10). Essentially it is a method that 
can analyze the causes for difference between 
the treated and the untreated groups, deter- 
mining how much of this is the result of the 
therapy itself and how much is explainable 
by other factors like differences in therapists, 
psychotherapeutic approaches, age, sex, so- 
cio-economic status, race, etc. 

A third control method is using the indi- 
vidual as his own control. This involves a 
comparison of a period of the life of a pa- 
tient when he is not treated with a period 
when he is. This can be done by first testing 
him, then putting him on the waiting list for 
6 months, after which he is tested again, 
given therapy for 6 months, then tested 
again. If there is a greater change in the 
second 6 months than in the first, it is likely 
to be due to the therapy unless of course 
other major events have occurred in his life 
during that time. This is a particularly valu- 
able control method when it is used together 
with the matched control method or analysis 
of variance so that one patient or group of 
patients is waiting for therapy while the 
other is being treated and then the reverse 
situation exists. Intensive researches using 
all 3 of these control techniques are under 
way at the University of Chicago. 


Q-TECH NIQUE 


The Q-technique of Stephenson(11) of- 
fers a method for quantitatively studying 
changes in many variables at once. An indi- 
vidual, either the patient or the therapist or 
both, is asked to distribute a number of cards 
with statements about his attitudes, his be- 
havior, or any other aspect of his personality. 
Each is put into one of a number of piles 
according to how applicable the sorter be- 
lieves the statement is to the phenomenon 
under consideration, from one pile for state- 
ments that are most applicable to another 
for those that are least applicable. He may 
sort these cards to describe any aspect of the 
phenomenon of psychotherapy—for exam- 
ple, his own present characteristics ; those 
that he hopes finally to attain; his feelings 
toward the therapist ; or the therapist’s feel- 
ings toward the patient. This can be done 
repeatedly at intervals before, during, and 
after psychotherapy, in order to study the 
change of clusters of these characteristics. 
Thus it might be found, for example, that as 
conscious hostility to the mother increases, 
hostilities toward others diminish, feelings 
of defensiveness toward the therapist de- 
crease, and ability to get along socially with 
members of one’s own sex increases. A rich, 
quantitative study of the interplay of all 
these conceivably interrelated variables 
throughout a single psychotherapeutic course 
is now possible using the Q-technique. Fac- 
tor analyses can also be applied to the data. 

Employing Q-technique, Rogers and his 
colleagues(12) have shown that, in 13 cases 
considered to be relatively “successful” by 
the therapist, the individual’s concept of his 
self and his ideal for himself were more dis- 
crepant before therapy than they were after- 
ward. There were no exceptions. In all 
these cases the concept of the self changed 
more significantly throughout therapy than 
the ideal did. In all but 2 of these cases the 
direction of alteration of the concept of self 
was toward the pretherapy ideal. All of these 
changes were quantitatively measured and 
were found to be significant beyond the 
1% level. 

In a different sort of Q-technique study, 
Fiedler (13) has demonstrated that the thera- 
peutic relationships established by experts of 
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international reputation in 3 different schools 
of psychotherapy are more similar to each 
other than they are to the relationships e 
tablished by nonexperts in their own school. 
liedler was able to make a factor analytic 
study of the important characteristics found 
in all these psychotherapeutic relationships, 
discovering them to be: (a) rapport and 
ability to communicate; (b) feeling of se- 
curity; and (c) proper emotional distan 
between therapist and patient. 

Fiedler(14) also has made a psychothera- 
peutic study of countertransference and di- 
agnostic ability using (Q-technique methods. 
Seventy-six cards were distributed by a num- 
ber of patients, as a means of describing 
themselves at a certain point in their psycho- 
therapeutic course (Sort number 1). Also 
their therapists made 3 similar sortings of 
cards, one (Sort number 2) predicting t 
patient’s self-description; one (Sort num 
her 3) describing the therapist as he sees 
himself ; and the other (Sort number 4 
scribing the therapist’s ideal for himself. 
iedler then showed that a comparison of the 
accuracy of Sorts 1 and 3 showed the real 
similarity between clinician and patient. Cor 
relation of 2 and 3 showed the similarity 
which the therapist assumes exists between 
himself and the patient. Correlation of 1 and 
4 showed the real similarity of the patient to 
the therapist’s ideal for himself. 
relation of 2 and 4 showed the assumed 
larity of the patient to the therapist's ideal 


And cor 


simi 


Having collected such data from 22 psy 
and their patients, Fiedler 
made the following interpretations: When 
the clinician overestimates the similarity of 
the patient to himself, that may mean that 
the therapist wants the patient to be m 

like himself than the patient really happen 


chotherapists 


to be. This is evidence of a generally accept 
ing, benign, or empathic attitude. The unde 
estimation of similarity, on the other hand, 
would indicate a generally negative attitude. 

Moreover, if the therapist assumes the 
patient to be more like his ideal than the pa- 
tient’s self-sort indicates, it could be con- 
cluded that he unconsciously perceives the 
patient as being better adjusted than the pa 
tient really is and consequently he expects 
more of the patient than the patient 


pable of giving. This might be called a 
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manding attitude on the part of the therapist. 
(On the other hand, if he sees the patient as 
much less like his ideal, that would st 


that the therapist 


a relatively hel 


‘ 
ess individual, one to whot 


he should show warmth and support 
he by contrast is more healthy and secure. 
Thus it the amount 
of demandi tiveness in the 
rence relationship 


is possible to measure 
ngness or suppo! 
countertranst« 
acd 
laving made 
had supervisors rate his therapi 
len had supervisors rate his therapists on 
the 
ards. He found that 


these assumptions, Fiedler 


competence by supervisors’ stand- 


the good therapists 
showed significantly more positive than nega- 
feelings toward their patients; that is, 
they ordinarily assumed the patients to be 
more like themselves than they actually were. 
S gi 


than t 
return. 


Also the good therapists gave more of them- 


selves to the patient ey demanded 


These two 


from their patients in 
found to be significant 


statements were 
beyond the 1‘ and beyond the ] 


respectively. 

\nother type of research using ©-tech- 
nique, carried out by Heine(15), led to the 
that patients’ sub- 
resulting 
2 differ- 
the nondi- 
Adlerian—did not differ 

cant fashion that 
} 


uted to their 


nelusions: 


jective descriptions of changes 
from psychotherapy conducted by 


ent methods—the psychoanalytic, 


and the 
from one another in a signifi 
Id having been 
different schools. 


Llowever, in explaining the changes they had 


treated by therapists of 


experienced, the patients 0 t 
hools tended to refer to 


erapists ot 
these diferent 


factors regarded by authorities of each 


school as crucial in bringing about the results. 
These 1 tigations illustrate the wide 


range of studies on psychotherapy that are 


le with Stephenson's technique. 


SUMMARY 


Three new quantitative methods for study- 
process and outcome in psychotherapy 


Giscussed: Nitst, the rating pro- 


inscription of Cases ; 


1, tl ation \ control 
methods; and third, the employment of the 
()-tec que with therapists and patients. A 
imber of illustrations of these objective 
ethods have been presented and some of 
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the first results from using these methods 
have been recounted. It is clear that these 
developments are in their infancy and that 
there is a great deal more to be done before 
highly significant results can be obtained. 
Nevertheless, there is real promise for un- 
derstanding the nature of the psychothera- 
peutic process in a precise way if these new 
methods are imaginatively employed. 
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A TEN-YEAR FOLLOW-UP STUDY OF ELECTROCOMA THERAPY * 


J. L. FETTERMAN, M.D., V. M. VICTOROFF, M.D., anv J. HORROCKS M.D. 
With the assistance of E. B. BREGMAN, A. B. 


Cleveland, Ohio 


Il. INTRODUCTION 


In 1942, one of us (JLF)(1) reported 
the results of a series of private psychotic 
patients treated with electrocoma therapy. 
The term electrocoma was proposed at that 
time to replace the less accurate and more 
disturbing phrase, “electroshock,” originally 
introduced by Cerletti and Bini(2). “Elec- 
trocoma” was more descriptive and psycho- 
logically more desirable, since it avoided the 
unpleasant connotation of “shock.” We be- 
lieve that this term and its abbreviation, 
ECT, should be more widely used. 

The results were favorable, confirming the 
excellent reports already published(3). Yet, 
it was felt that a longer interval of time 
would permit a more sound evaluation( 4). 
Several significant papers have appeared in 
the literature, such as those by Rickles(5), 
Morrow and King(6), Hinko and Lip- 
schutz(7), Fishbein(8), Huston and Locher 
(9), and Gralnick(10). We had published 
a 6-to-7-year follow-up(11) and we extended 
the study to report the present status of pa- 
tients treated g to 10 years ago. 

Our material consists exclusively of pri- 
vate patients, psychotics, treated in private 
sanitaria. The ages range from 17 to 
diagnostic categories are manic-depressives, 
depressed state—50; manics—3; schizo- de- 
pressives—4 ; involutional melancholias—11 ; 


The 


schizophrenics—29; and other types—3. 
Many of these patients have been followed 
closely over a period of 9 to 10 years. Some 
have been treated for recurrent attacks. In 
other instances, we have obtained informa- 
tion about the present status through cor- 
respondence with the referring physician, the 
family, or the patient himself. 

A statistical study such as the present 
one is beset with difficulties: the number of 
patients is small, the present status in some 

1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 
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instances a matter of estimate, and an accu- 
rate control series of similar patients not 
given ECT unavailable. We are therefore 
presenting this material as a record of ob- 
servation and experience, supplementing and 
comparing the data in the original group of 
100 patients with the results obtained in more 
recent years from a patient list of over 2,000. 


II. Fottow-Up REsuLtTs oF 100 PATIENTS 
TREATED 9 TO 10 YEARS AGO 


The immediate result of treatment was 
excellent and conforms in relief furnished 
and hospital period reduced to those well 
known in the literature(12-15). There were 
16 failures, patients whose response was so 
temporary and relapses so prompt that only 
slight symptomatic improvement was ob- 
tained. Of this group, 12 were schizophren- 
ics, several belonging to the hebephrenic 
category. Others were chronic paranoid in- 
dividuals. A poor prognosis had been given 
to the families. Yet, there were several pa- 
tients with relatively acute schizophrenia who 
also failed to respond and 2 individuals in 
the depressed group who did not do well. 

As regards the follow-up picture of the 
29 schizophrenic patients, 9 have shown a 
relatively sustained improvement, 8 were re- 
covered for periods of time and then de- 
veloped recurrences that required subsequent 
treatment, 12 did not do well from the very 
outset. This unfavorable showing was due 
in part to the type of patients referred to 
us for treatment when the method was rela- 
tively new. Another cause was the limited 
number of treatments then administered. 
Our more recent experience, employing a 
larger number of treatments, 20 or more, has 
yielded a far better percentage of sustained 
as well as initial recoveries. The prognosis in 
the hebephrenic types and in chronic schizo- 
phrenics generally is still unfavorable. 

Of greater significance is the group of 
patients in whom depression predominates. 
They include patients who could be diag- 
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nosed as manic-depressive, depressed state, 
involutional melancholia, and schizo-depres- 
sion. Altogether there were 65 patients in 
these categories. Over 90% showed excellent 
initial response ; 50% developed recurrences 
during the 10-year period. Some had but one 
episode, others several attacks of depression. 
Given subsequent treatment, 18 of these pa- 
tients are relatively well, functioning on a 
successful level. Fourteen can be listed only 
as socially recovered. Thirty-one of the en- 
tire series of depressed patients have main- 
tained their recovery. Of these, 27 are listed 
as enjoying average good health and 4 are 
but moderately improved. During each suc- 
ceeding year of study, additional recurrences 
developed among those who were previously 
well. 

There have been 7 deaths among these 65 
depressed patients, the first having taken 
place a year after treatment and the others 
scattered through the 10-year period. 

We treated 3 manics, who recovered; 2 
remained well and 1 showed a recurrence 
that responded to treatment. Three patients 
were classified as other types of psychoses. 
One was a complete failure; 2 improved but 
showed recurrences, with further treatment 
necessary. 


Ill. THe Proptem or RECURRENCES 
A. The Temporal Influence on Recurrences 


As may be expected, the longer the study, 
the higher the percentage of recurrences. 
Since our report 3 years ago, 7 patients who 
had been well subsequently developed other 
attacks of mental illness. This tendency to 
recurrence is a well-known feature of manic- 
depressive psychosis and has been observed 


‘also in schizophrenia. 


B. The Time Relationship of Recurrences 


The question has been raised whether ECT 
accelerates or retards recurrences of psy- 
chotic illness. Our figures, in line with those 
of other writers( 16-19), show that ECT does 
not prevent further attacks; neither does it 
hasten recurrences. Although 50% of the 
total number of patients developed subse- 
quent attacks during the 10-year period, these 
were spread throughout the decade. There 


were several patients who had 4 to 6 episodes 
of recurrent depression during the decade, 
yet in these patients the pretreatment cycles 
were similar to those that followed ECT. It 
should be stressed that the majority of pa- 
tients who have once obtained relief with this 
therapy will be brought more promptly for 
treatment when the next episode occurs 
(20-21). 


C. The Success of Retreatment 


Twenty-five of the patients who had re- 
currences were given additional courses of 
treatment by us. The majority had but one 
recurrence, several had 2 or 3, while 3 had 
6 episodes. Retreatment, as a rule, was suc- 
cessful. In 15 patients a relatively similar 
number of treatments was necessary to bring 
about recovery. In 3 instances, fewer treat- 
ments were necessary, whereas in 7 patients 
the subsequent illness proved more resistant, 
requiring more extensive courses. Two of 
them did not respond in the subsequent treat- 
ment program. This greater resistance to 
treatment may come from added unfavorable 
factors, somatic and situational. The patients 
were 5 to 10 years older than when first 
treated. They had acquired other physical 
disabilities including, in one instance, cerebral 
arteriosclerosis, or they were handicapped by 
added insurmountable problems and responsi- 
bilities. This is illustrated by a female patient 
who, at the age of 42, responded promptly 
to a course of treatment given early in 1941. 
She became depressed again in 1945 and once 
more recovered with a brief number of elec- 
trical treatments. When the third episode 
of depression occurred in 1949, she was 51 
years of age, was confronted with serious 
economic difficulties, and more especially 
with lonesomeness because of the death of 
her husband. The third course of treatment 
yielded only moderate temporary relief. 


IV. A Critigve or ComMPLICATIONS 


The 10-year follow-up study permits us to 
answer quite definitely questions that were 
raised after the introduction of electrocoma 
therapy, as to immediate and potential cumu- 
lative complications. 

A, Death.—There were no deaths during 
the course of treatment and during the 1- 
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year period following its completion. Nine 
of our patients died up to 1951, 1 to 10 years 
after treatment, from such causes as carci- 
noma, heart disease, and cerebral vascular 
disease. Six of the deaths occurred in per- 
sons free of mental symptoms and appar- 
ently functioning well prior to the develop 
ment of the fatal illness. 

Ii. Mental State-—Recently, Kalinowsky 
(22) investigated the question of brain dam- 
age from the use of ECT from neuro- 
pathologic, psychologic, and electroencephalo- 
graphic standpoints. It was his conclusion 
that no permanent brain damage occurred in 
this form of therapy. Huston et al.( 23) had 
contributed a controlled study showing no 
reduction in mental efficiency from ECT. 
Perlson(24) published a case history of a 
patient who had received 248 shock treat- 
ments without showing mental deterioration. 

We did not carry out a series of psycho- 
logical tests before and after treatment, but 
we have had the opportunity of observing 
closely a substantial number of our patients. 
As we measure their response to the day-to- 
day challenge of living, meet them socially, 
and observe their adjustment and growth pro- 
fessionally, it is our impression that no sig- 
nificant deterioration has taken place. This 
statement applies both to those patients who 
had one course of treatment in 1941 and have 
been known for almost 10 years, and to pa- 
tients who have had several courses of treat- 
ment. The clouding of memory and_ the 
occasional confusion that take place after 
treatment are for the most part transient and 
reversible complications. 

Several of our patients are confined to 
state hospitals where their behavior has been 
described as deteriorated. These were the 
difficult schizophrenic patients whose fate 
was similar to that which we had observed 
over the years before ECT. 

C. Epileptic Attacks.—Not a single patient 
in our series developed epileptic attacks. 

D. Lung Complications —No instances of 
tuberculosis or lung abscess have been en- 
countered. 

l:, Skeletal Systems.—The patients in our 
series had the usual back and other bone, 
muscle, and joint complications. During the 
follow-up period, we have not encountered < 


single instance of persistent back pain, ds 


OF ELECTROCOMA THERAPY { Oct. 
formity of the spine, or neurologic compli- 
cation. Our study is thus in line with the 


careful follow-up report of Polatin and Linn 


(25) of 26 patients who had vertebral com- 
plications from electrocoma therapy. Ten 

years after the initial trauma, only 4 had oc- 
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V. ELectrrocomMa THERAPY AND THE 


REDUCTION OF SUICIDES 


The effectiveness of electrocoma therapy 


in reducing suicides has been a controversial 
issue. Robie(26), basing his opinion upon 


life insurance statistics, gave considerable 


credit to ECT for the reduction of suicides. 
His conclusions and method of interpretation 
were disputed by Barhash( 27). We shall not 
attempt a review of statistics on a national 
scale because a large number of variables, 
far beyond the influence of ECT, enters into 
the suicide rates. Our own limited material 
provides an interesting bit of data. Of the 


100 patients in the follow-up study, 15 had 


made suicidal attempts prior to treatment. 
When this procedure was first used in our 
community, only the more seriously ill pa- 
tients were referred for this therapy. Not 
one of these patients attempted suicide dur- 
ng our period of observation covering the 
ictive treatment phase, as well as aftercare; 
ind, to the best of our kn ledge, not a 
single patient in the series committed suicide 
during the 10-year follow-up. As a control 
we may call attention to the fact that, during 
1941, treatment was withheld from a number 
of patients because of opposition of families 
to a new and, at that time, unproved method, 
or because of our own reluctance. Three of 
the 10 patients untreated did commit suicide., 
Our findings are in line with the comparative 

ures submitted by Huston and Locher (28) 


subject of suicide in involutional psy- 
chosis. Of the group treated by them without 
electrocoma therapy, 7% were suicides, while 
among those treated with ECT, there was 
only 1% suicidal death rate 

Our further experience in the decade 194I- 


A 
1951 corroborates our impression of the sig- 


nal value of I-CT in suicide prevention. Dur- 
ing this longer interval we treated a large 
number of patients, many on an ambulatory 
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basis. A considerable percentage were ob- 
sessed with ideas of self-destruction. Yet, 
we encountered only several deaths from 
suicide. These occurred when hospital beds 
were required but not available or when hos- 
pitalization was refused, and in 2 instances 
when the family neglected to maintain the 
vigilance necessary. In suicide prevention, 
ECT alone is not all-sufficient; there is re- 
quired companionship, vigilance, and in the 
more desperate cases hospitalization. 


VI. Apvances In ELectrocoma TECH- 
NIQUE AND EXPERIENCE DURING THE 
DECADE 1941 TO 1951 


There have been many modifications, es- 
pecially in the technical phases of the appa- 
ratus, yet the essential nature of the treat- 
ment remains the same as was introduced by 
Cerletti and Bini in 1938. The major im- 
provements are in the direction of measures 
that add to the comfort of the patient, im- 
proved ease of administration, and the more 
effective integration of electrocoma therapy 
with other treatment methods. 

A. Ambulatory Treatment.—Extensive ex- 
perience over the past decade has firmly 
established the value and even the distinct 
advantages of extramural treatment. Hos- 
pitalization is no longer essential in the ade- 
quate handling of many of the patients who 
require treatment, provided there is a careful 
selection of patients based not only upon the 
individual patient, but also upon the family’s 
capacity to assume responsibility. An ex- 
perienced psychiatrist can administer a com- 
plete program of treatment in a properly 
equipped office, clinic, or outpatient depart- 
ment of a hospital. Such extramural care 
saves time, reduces the need for hospital beds 
and attendants, eliminates commitment in 
some cases, or the cost of providing private 
care in others, helps to maintain prestige, and 
even accelerates recovery. Ambulatory treat- 
ment facilitates maintenance care and obvi- 
ates the sharp and difficult transition between 
hospital and home. It provides for a better 
integration of psychotherapy with electro- 
coma therapy. Our results in the ambulatory 
treatment are in agreement with the experi- 
ence of Impastato et al.(29); Hauser and 
Peters(30) ; Linn and Rosen( 31) ; and Mal- 
linson( 32). 


B. Apparatus.—Various modifications of 
the electrical procedure as to factors of dos- 
age have been introduced. The chief al- 
teration is the use of a current of much 
lower voltage, so-called brief stimulus ther- 
apy (Liberson) (33). This modification has 
the distinct advantage of reducing the cloud- 
ing of memory so frequent in the standard 
treatment, On the other hand, patients tend 
to awaken so quickly that they may become 
alarmed by the procedure. In our desire to 
remove fear and apprehension, we prefer 
the standard teclinique. 

C. Course and Timing of Treatment.—It 
is the accepted procedure to give schizo- 
phrenic patients a large series of treatments, 
20, 30, and more, if necessary. Manic pa- 
tients can be benefited if they are given in- 
tensive therapy consisting of multiple treat- 
ments daily until calmness is reached. The 
concept that ECT should be given in a pre- 
arranged, compact series of a definite number 
of treatments is erroneous. The number of 
treatments and the timing should be gauged 
to the needs of the individual patient and 
follow-up maintenance treatments given as 
required. 

D. Integration of ECT with Other Meth- 
ods.—Electrocoma therapy is no longer con- 
sidered a single, self-sufficient procedure to 
be used exclusive of other methods. On the 
contrary, it can be satisfactorily combined 
both with other physical therapies, such as 
insulin coma, and with psychotherapy. Best 
results are obtained when the patient is 
treated as an individual personality and his 
problem understood and corrected, with 
ECT employed to lift the patient out of the 
depths of a depression, improve physical 
well-being and direct mental processes from 
introspection to extroversion. Psychother- 
apy may be employed before, concomitant 
with, and after the course of ECT. 

FE. Medication—We may utilize various 
medicinal agents to help the patient during 
the treatment as well as for symptomatic 
help: 

1. Sedation prescribed the night before 
treatment as well as in the morning will re- 
duce anxiety. We employ sodium amytal 
intravenously directly before the treatment 
in the majority of cases. This serves to allay 
apprehension, eliminates posttreatment, ex- 
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citement, and provides for a more gradual, 
calmer awakening after treatment. 

2. Atropine sulphate, either orally or by 
injection, has been used in patients to reduce 
posttreatment nausea and excessive saliva- 
tion. Lankhead, Torrens, and Harris( 34) 
recommend atropine sulphate to prevent car- 
diac irregularities. 

3. Codeine and salicylates may be given 
just before treatment to prevent posttreat- 
ment headache and muscular. pain. 

4. Certain medications are used in special 
instances as, for example, adrenalin in asth- 
matic patients and curare for those with 
vertebral pain( 35). 

F’, Additional Measures for the Comfort 
of the Patient and Cooperation of the Fam- 
ily.—It is important to provide for better 
acceptance of the treatment and to reduce 
the fears that are so common in most de- 
pressed patients. The first step is the in- 
struction of the family to enable them to 
understand, anticipate, and cope with the 
problems that arise during treatment, es- 
pecially in ambulatory patients. The term 
“shock” is entirely avoided in any discussions 
with the patient. Prior to the institution of 
the first treatment we arrange a form of 
group psychotherapy that enables the new 
patient and his family to meet with and learn 
from those patients who are near the goal 
of recovery. As a rule, the beginner is un- 
easy and fearful and the family is also ap- 
prehensive. In these discussions, the recover- 
ing patient and those with him, imbued with 
the enthusiasm of returning well-being, speak 
in a friendly, encouraging manner with the 
newcomer. On a patient-to-patient level they 
provide example, hope, and reassurance, sup- 
plementing that which the professional staff 
can furnish. These sessions of intimate group 
therapy led by the psychiatrist anticipate 
problems that may arise, provide examples 
of well-being, and serve to encourage con- 
tinuity of outpatient therapy. 

In our outpatient program (36) we scrupu- 
lously avoid not only the word but the at- 
mosphere of “shock” and keep electrical ap- 
paratus unseen. The patient is taken by a 
friendly attendant or nurse and made com- 
fortable in a quiet, pleasant room. There is 
conversation on a neutral or cheerful subject, 
until a previously prepared intravenous in- 


jection of sodium amytal is given. Quite _ 
promptly the patient becomes mildly euphoric 
or drowsy to the point of deep sleep. At this 
stage the nurse, chatting in a friendly man- 
ner, applies the electrodes to the forehead. 
The apparatus is then wheeled noiselessly 
into the room, the attendants gently hold the 
patient in the proper position, and the psy- 
chiatrist goes forward with the treatment. 
When the convulsive reaction 1s over, the 
patient is made comfortable and the appa- 
ratus removed. When he recovers from the 
treatment, he finds sitting at his bedside a 
member of his family who had come along 
with him. The patient is allowed to go home 
and encouraged to resume as many normal 
activities as possible. 

We try to apply the above methods in the 
handling of hospitalized patients as well. 


VIL. ComMMENT 


In the use of electrocoma therapy, 3 com- 
mon attitudes and practices still prevail: 
opposition (nonuse), overenthusiasm (in- 
discriminate use), and sound appreciation 
(proper use). There are psychiatrists so 
bitterly opposed to ECT that they speak of 
it only to condemn it, who refer to this pro- 
cedure as mutilation, and who, by direct state- 
ment or innuendo, withhold it from patients. 
There are other psychiatrists who have been 
reputed to employ ECT indiscriminately, dis- 
regarding diagnosis and neglecting other 
types of appropriate treatment. The ma- 
jority of psychiatrists, properly, have a more 
sound appreciation of the limitations and 
benefits of ECT and employ this technique 
along with other methods of therapy(37). 
By expert handling and careful selection, 
they have brought tremendous help to count- 
less patients and their families. Our contin- 
uous use of this procedure over a decade, in 
thousands of patients, and the 10-year fol- 
low-up of the 100 patients permit us to ap- 
praise electrocoma therapy, as a valuable tech- 
nique. Our results are in line with those 
reported by Fishbein, Oltman and Friedman, 
Mallinson, Hinko and Lipschutz, Rickles, 
and Huston and Locher, as to the merits of 
ECT in shortening the duration of mental 
illness. Not only does ECT abbreviate hos- 
pitalization, but its use on an ambulatory 
basis eliminates, in many instances, the need 


| 
| 
| 


m- 
: 
in- 
ion 
so 
of 
ate- 
nts. 
een 
dis- 
ther 
ma- 
10re 
and 
ique 
37 
‘ion, 
unt- 
itin- 
e, in 
fol- 
ap- 
rech- 
hose 
man, 
‘kles, 
ts of 
ental 
hos- 
atory 
need 


1951 } J. L. FETTERMAN, V. M. VICTOROFF, J. HORROCKS AND E. B. BREGMAN 269 


for hospital beds. This reduction in the num- 
ber of days for the hospitalized patients and 
the sparing of beds in the ambulatory pa- 
tients mean a saving to the community of 
expenses and labor, an amelioration of suf- 
fering. 

We have not emphasized diagnostic cate- 
gories in this study because of the all-impor- 
tance of the individual patient. For example, 
2 of our patients, given a poor prognosis on 
the basis of long-standing schizophrenia, im- 
proved and remained well for practically a 
decade. On the other hand, 2 depressed pa- 
tients whose prognosis was favorable have 
remained more or less invalids throughout 
the same period. 

We consider electrocoma therapy as ap- 
proaching the value of a specific in states of 
depression, including the depressed phase of 
manic-depressive psychoses, the involutional 
melancholias, and schizophrenia loaded with 
affect. It is valuable as a symptomatic meas- 
ure in schizophrenia and in controlling the 
behavior of difficult patients even with or- 
ganic psychoses. It has proved itself of value 
in the older group of patients, some of whom 
have been thought to suffer from senile de- 
terioration. 

Electrocoma therapy is not an isolated, in- 
dependent procedure to be used to the exclu- 
sion of other therapies. It should not be 
administered until a complete study has been 
made and milder therapeutic measures em- 
ployed (except in emergency cases). It 
should be combined with medicinal agents, 
physical procedures, and with psychotherapy. 


VII. ConcLusIons 


1. The immediate results of ECT are gen- 
erally excellent, providing marked relief of 
symptoms in many psychoses. This relief 
amounts to a recovery in a high percentage 
ot depressed patients. 

2. A 10-year follow-up of 65 patients in 
whom depression was the cardinal difficulty 
reveals that 45 were relatively well, 16 mod- 
erately or slightly improved, and 4 unchanged 
or worse up to the time of the last contact. 

3. Recurrences are common. Thirty-two 
of the depressed patients have had recur- 
rences requiring further courses of treat- 
ment. After subsequent therapy, 18 were 


relatively well and the condition of 14 was 
fair or poor. 

4. Electrocoma therapy does not accelerate 
or retard recurrences. 

5. The immediate complications were few 
and relatively insignificant compared to the 
benefits obtained. The 9- to 10-year follow- 
up revealed no cumulative complications ; we 
did not encounter epilepsy, spinal deformi- 
ties, or mental deterioration due to the treat- 
ment. 

6. During the 9- to 10-year study there 
were 9 deaths, the first occurring 1 year and 
the last 10 years after treatment, from causes 
unrelated to the treatment. 

7. Ambulatory ECT is effective. Properly 
administered by a competent psychiatrist 
with critical patient selection, it saves time, 
money, prestige, and suffering and enables a 
smoother integration of electrocoma therapy 
with other methods of treatment. 

8. Present-day treatment makes it possible 
to administer ECT in a relatively safe, com- 
fortable manner, removing the psychological 
atmosphere of shock. 

g. Electrocoma therapy has proved valua- 
ble in the prevention of suicides. 

10 Finally, electrocoma therapy has proved 
itself to be the outstanding addition to psy- 
chiatric therapy in the fifth decade of the 
present century. It is not a static, but a grow- 
ing technique, which is being modified and 
improved and which should continue to help 
psychotic patients until newer and better pro- 
cedures are introduced. 
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A PROFILE OF HOSPITAL FUNCTIONING 

RALPH M. CHAMBERS, M.D., Wasuincrton, D. C. 

MESROP A. TARUMIANZ, M.D., Farnuurst, Deta., 
AND 

nd KENNETH E. APPEL, M.D., Puivapecpnia, Pa. 


It should be stated initially that the meth- 
ods set forth in this paper are not intended 
for use in connection with the rating of hos- 

er. pitals. This is not a discussion of the rating 
of hospitals. We are reporting methods that 
have been found to be useful to members of 
a the Central Inspection Board of The Ameri- 
can Psychiatric Association in obtaining a 
de- bird’s-eye view of the functions of the hos- 
ely pital. 
os Mental hospitals are complex in both struc- 
ture and organization and it is extremely dif- 
ficult to form a true picture of their func- 
tional efficiency by ordinary means. One 
er hospital may have a poor physical plant while 
abe another has buildings that are quite adequate. 
Overcrowding is present in most hospitals, 
ufficient space to satisfy 
present-day standards. Different combina- 
tric tions are found in each hospital. Adequacy 
S71, of plant and equipment does not always mean 
that the patients in a given hospital are re- 
ceiving good care and treatment. On the 
other hand, poor facilities do not always pre- 
clude a good routine, schedules, therapeutic 
her- program of activities. Some hospitals with 
limited facilities do a better job than others 
that are well equipped. In the presence of 
such conditions it is necessary to evaluate 
112, each department individually if a satisfactory 
rating is to be made. 

The Central Inspection Board has been in- 
specting hospitals for two years for the pur- 
pose of gathering material that can, at a later 
date, be used in appraising and evaluating 
their efficiency preparatory to rating them. 

Following the inspection a complete report 
setting forth facts concerning present con- 
ditions and making recommendations for im- 
provements is sent to the mental health au- 
thorities in that particular state. In this way 
those who are responsible for the manage- 


but some have suffi 
1 


1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1951. 


ment and support of the hospitals are sup- 
plied with an evaluation made by an official 
neutral body (the A.P.A.), which they may 
use as they see fit. 

The material furnished is suitable for use 
in connection with programs for public edu- 
cation and may also be used for the purpose 
of acquainting members of the legislature, 
budget officials, and other public officers with 
the actual conditions as described by an un- 
biased body. 

Each report contains information on many 
different subjects : buildings, personnel, medi- 
cal and surgical facilities, therapy, etc., all of 
which must be considered in making evalua- 
tions of the individual departments and of 
the hospital as a whole. 

The Board members reviewing the reports 
soon discovered that it was difficult to keep 
this mass of facts in mind long enough to 
form a clear picture and a tentative opinion 
about the functional efficiency of a given 
hospital. A search was made for a method 
that would integrate the many elements and 
diverse activities that had to be considered. 

The need for a table or some other device 
that would display the facts in such a way 
that the reviewers would be able to see the 
whole picture at a glance was soon recog- 
nized. Such a table, it was believed, would 
enable them to form a tentative opinion con- 
cerning the functional efficiency of the dif- 
ferent hospitals and would also be useful at 
a later date in connection with the rating 
program. A printed form that made possible 
the recording of a tentative appraisal of all 
the departments under consideration on one 
page was eventually devised. This form (see 
Figs. 1 and 2) while not perfect has been 
found to be very useful. Each department 
is rated as Very Good, Good, Acceptable, Not 
Acceptable by the inspector at the time the 
report is written. If the department does not 
exist “None” is written in the proper column. 
The page number is given for each depart- 
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NO. 1 HOSPITAL—A PROFILE OF DEPARTMENTAL EFFICIENCY i 
Not 
Department Very good Good Acceptable acceptable Page No. 
Visiting and consulting staff................... | 
4 
Psychotherapy, individual ..................... x wes 
x 
x 
Fic. 1.—Profile of hospital No. 1. 
ment and the reviewer need not refer to the TABLE 1 
index or search through the text to find the 4 Cospartson of DEPARTMENTAL RATINGS FOR 
information needed in checking these evalua- Two Hospitats 
“ons. Hospital No. 1 Hospital No. a 
his form 4s referred to as “The Profile 
because it furnishes an outline of the hos- Very good .. rr 2.6 ms 
pitals’ functional efficiency. The material is Good ................ 7 17.9 2 5.2 
displayed in such a manner that the reviewer eptable 18 46.2 5 
Not acceptable ....... 10 5.€ 2 53. 
can visualize the inspector’s evaluation of the nid 
hospital at a glance. Facilities that are not ‘ 
acceptable or absent are clearly set forth and B. RANGE of DEPARTMENTAL RATINGS FOR 
those that are acceptable or better appear in Hospitats INSPECTED 
other columns. The percentages falling in Departmental rating Range 
each class are calculated and arranged in a 
table (see Table 1). GOOd 
1€ ronhile ogether with a tew tables Not acceptable ............... 26-10 


enables the reviewer to form an estimate 11-3 
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NO. 2 HOSPITAL—A PROFILE OF DEPARTMENTAL EFFICIENCY 


Department 
Visiting and consulting staff 
Resident staff 
Public relations 
Social service 
Psychology 
Out-patient 
Family-care 
Educational program 
Surgical department 
Clinical laboratory 
Medical records 
Psychotherapy, individual 
Shock therapy, insulin 
Shock therapy, electric 
Occupational therapy 
Recreational therapy 
Patient’s library 
Restraint and seclusion 
Personal hygiene 
Clothing service 
Dietetics department 
Fire protection 


Very good Good 


Not 
Acceptable acceptable Page No. 


x 


XX! 


Fic. 2.—Profile of hospital No. 2. 


of the total efficiency of a given hospital, 
and permits comparisons with other hospitals. 
Neither estimates of efficiency nor compari- 
sons could have been made without a great 
deal of work before the Profile was put into 
use. 

The Profile is filed with the office copy of 
the report where it may be used by those who 
wish to refer to the reports in the future. 

There are certain tables used to supple- 
ment the Profile. One consists in an analysis 
of the hospital staff showing a comparison 
of the personnel quota, the number employed 
at the time of inspection, and the minimum 
standards of The American Psychiatric As- 
sociation (Table 2). Very few hospitals have 
what might be called an adequate number of 


employees and this table serves to demon- 
strate the deficiency. It includes the person- 
nel for all the professional departments. Fig- 
ure 3 presents the form used in an attempt 
to determine the relative efficiency of the 
hospitals in treating patients. The completed 
form shows the number admitted in each of 
the classifications of the standard nomencla- 
ture, the movement of this population during 
the first 12 months after admission, and the 
average length of stay for those released 
during that period. By the use of this table 
we can determine with considerable accuracy 
the speed with which the patients are brought 
to convalescence and returned to the com- 
munity as well as the rate of successful re- 
sults in the different psychoses. It was pat- 
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TABLE 2 


PERSONNEL QUOTA FOR THE STATE MENTAL HOSPITALS 


H if iY H tal N I pit No 
1,564 Patients 1.3 Patients 2 Patients 
ae Present En APA } nt Em APA Pre t ’ AP 
Tirte or Position Quota ployed Quota Quota ed Quota Quota 1 one 
Superintendent ..... I I I I I I I 
Assistant, Superintendent ......... I I 
Director, Clinical Psychiatry........... I I I I I I I 
2 I I I 
Director, Medical-Surgical .............. I I I 
Psychotherapist .......... I I I 
Director, Extramural Psychiatry......... I I I 
Physicians and Psychiatrists 
Sr. Physician-Psychiatrist X...... 3 3 - 3 3) 2 a 
Ass’t Physician-Psychiatrist IX, VIII.... 5 2 f 29 
10 II 7 4 15 7 36 
Percent of A.P.A. Quota....... 52.4% 26.7% 10.4¢ 
Nursing 
I I I I I I 
Ass't Director-Administrator ............. 2 2 I I y I I I 
Ass’t Director of Education................ I I 
Percent of A.P.A. Quota..... 11.2¢ 7.0 
Attendants 
Supervisor of Hospital Attendants VI... 3 1 | 2 6 ‘ 
Ass't Supervisor of Hospital Attendants V. 68 13 s2 3 18 6 
Psychiatric Aide or Practical Nurses . oe 219 3 
38 34 15 15 322 
Hospital Attendant II...............000- 31 17 
Percent of A.P.A. Quota............ 44.8 64.2! 71.0% 
__ HOSPITAL 
TABLE SHOWING STATUS OF ALL PATIENTS ADMITTED IN 1949 
AT THE END OF 12 MONTHS FOLLOWING ADMISSION 
BY SEX AND DIAGNOSIS 
TOTAL STATUS #2 MONTHS AFTER ADMISSION AVERAGE HO. 
OlaGnosis RELEASED | tm HOSPITAL | THOSE RELEASED 
| | | | | | 
| 


Fic. 3.—Form used to determine relative efficiency of hospitals. 
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terned from the work done by Barton and 
Tompkins reported at the annual meeting of 
this Association last year. The chief objection 
to its use comes from the fact that the figures 
cannot be compiled until 12 months after 
the end of the year being studied. This delay 
is not desirable, but results cannot be studied 
until all the facts are available. It is believed 
that the information furnished by this tabu- 
lation will become more and more valuable as 
the years go by when comparisons with other 
hospitals and other years have been made. 


The relationship of admissions, dis- 
charges, deaths, and the number on visit to 
the number under treatment should be de- 
termined in each hospital. This method has 
been used for many years as an index of 
mental hospital efficiency. Figure 5, which 
is a partially completed form, will serve to 
illustrate how much one hospital may vary 
from another in performance. It will be no- 
ticed that the admission rate is much greater 
in one hospital than in the other. This is an 
index to the efficiency of operation in the 2 


HOSPITAL 


TABLE SHOWING THE STATUS OF ALL PATIENTS RELEASED ON VISIT 
OURING 1949 AT THE END OF 12 MONTHS FOLLOWING 


RELEASE BY SEX 


AND DIAGNOSIS 


STATUS 12 MOWTHS AFTER RELEASE AVERAGE #0. 
DIAGNOSIS on DISCHARGED DIED RETURNED OF THOSE RET'D. 
| | 
+ 
' 


Fic. 4.—Form used to determine status of discharged patients. 


TABLE SHOWING A COMPARISON OF THE MOVEMENT OF PATIENT POPULATION 
BY HOSPITAL 


Under Total 
reatment admitted 
Hospital No. % No. % 
Hospital. No. 1..... 1470 100.0 129 8.8 
Hospital No. 2....... 2901 1000 919 31.7 


Total 
Total Released Total transierred 
discharged on visit deaths out 
No % No % No No 
60 4.1 45 3.1 66 4.5 sind 
729 «625.1 522 180 133 46 2 o9 


Fic. 5—Form used to show comparisons between hospitals as to movement of patient population. 


It is important, also, to know what hap- 
pens to those who are released on visit and 
a form has been set up to furnish this in- 
formation (see Fig. 4). The number released 
on visit, the number returned from visit, the 
number dying while on visit, the number dis- 
charged from visit, and the average length 
of time on visit for those who were returned 
are shown in this tabulation. This informa- 
tion is valuable because it is a rough measure 
of the efficiency of discharge methods. The 
number of returnees, if too high, indicates 
overenthusiasm and if too small may signify 
overcautiousness, both of which are unde- 
sirable. 


hospitals as they serve similar districts in the 
state and presumably should have similar ad- 
mission rates. It would appear that the first 
hospital has a better mental hygiene program. 
The number of discharges and the number 
on visit are very much larger in the hospital 
having the high admission rate while the 
deaths in the 2 hospitals are about the same 
percentage. 

All of this shows that one hospital is ac- 
tive in both the community and the wards of 
the hospital and that the other, for some 
reason, is not. This could be due to a lack 
of personnel and equipment, to poor manage- 
ment, or to both, which may probably be the 
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case. Discharge statistics have many pitfalls. 
They are not comparable in many states, for 
they mean different things. It 1s not the pur- 
pose of this report to discuss the inadequacy 
of discharge statistics as ordinarily reported 
for the purpose of drawing conclusions about 
the therapeutic efficiency of a given hospital. 
Others are working on this important prob- 
lem. It is hoped that ultimately some agree- 
ment can be reached and uniformity worked 
out so that the time, effort, and money put 
into tables, graphs, ete., with regard to dis- 
charge statistics will yield material that 1s 
valuable and important in evaluating the 
therapeutic efficiency of a hospital and some- 
thing that can be used in comparing different 
hospitals. 

It will be possible to compare all the hos- 
pitals in the United States and Canada when 
the inspections have been completed. Such 
a comparison should be of great value to the 
legislative and executive branches of the 
state governments. The material can be 
used also to acquaint the general public with 
conditions in their hospitals. Because of its 
brevity, clarity, and condensation and because 
of its pictorial appeal the Profile is particu- 
larly adapted to such uses. 

Ultimately it is hoped that our reports will 
serve as a basis for the evaluations now made 
by the American Board of Psychiatry and 
Neurology and the American Medical As- 
sociation in connection with the program for 
graduate medical education. 

This Profile is not presented as something 
final. There can be objections raised against 
this particular construction. Certain elements 
may not be included that some persons would 
want. The evaluation as to good or not ac- 
ceptable is the personal judgment of an indi- 
vidual inspector. There may be statistical 
objections to Fig. 3. But those who have 
read the inspector’s reports have found the 
Profile and the associated tables to be graphic 
summaries that can be used to carry a com- 
prehensive picture of a given hospital in 
mind. Otherwise, one is left, after reading 
a report, with a verbal memory of 75 or 150 
pages. This quickly becomes vague as com- 


pared with the concreteness and specificity 
that one finds in the graph. The Profile also 
offers the possibility of quick, brief, and 
graphic comparisons of hospitals. Ultimately 
a collection of such Profiles of the mental 
hospitals of the United States and Canada 
ld be of great use in public education in 
these matters. 


cou 


We might say in closing that, despite the 
many deficiencies that have been observed 
and reported, we have not been made aware 
of resentment on the part of any member 
of a hospital staff. This leads us to believe 
that the policy laid down by the Central In- 
spection Board and carried out by its inspec- 
tors, namely “to be constructively and help- 
fully critical,” has proved its value. 


SUMMARY 


A graphic method of presenting the func- 
tional efficiency or evaluation of a mental 
hospital has been developed in the form of 
a Profile. 

A few tables of statistics have been devel- 
oped to point up the picture of facilities, per- 
sonnel, and operation of a hospital. 

Such abbreviated, condensed, pictorial 
summaries are needed when one tries to com- 
prehend such a complex phenomenon as a 
public mental hospital in a unitary view. 

The Profile is not presented as anything 
definitive but as a tentative method of pre- 
senting a diversity of elements in brief com- 
pass. It not only helps the evaluation of a 
given hospital, but will enable any board or 
group to compare hospitals and thus make 
rating fairer and more comparable. 

Such a Profile should help a staff, superin- 
tendent, and Board of Trustees to carry a 
clear picture of the functional adequacy of 
their hospital in mind and turn their thinking 
to rectifying the not acceptable or absent ele- 
ments in the Profile. 

The Profile should, because of its abbrevi- 
ated, condensed, and graphic nature, afford 
an effective tool for public education with 
regard to the mental hospitals in the United 
States and Canada. 
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PSYCHIATRIC ASPECTS OF HOSPITAL ADMINISTRATION ' 
CRAWFORD N. BAGANZ, M.D.,? Lyons, N. J. 


The hospital administrator who is a psy- 
chiatrist and who, therefore, most adequately 
understands drives, instincts, and motiva- 
tions is the best qualified individual for di- 
recting these drives, instincts, and motiva- 
tions of his personnel toward the greatest 
benefit to his patients. 

Efficient administration—whether in a hos- 
pital or in a business—has been simplified 
to 3 prime functions : deputizing, authorizing, 
and supervising. Deputizing people to per- 
form functions and giving them sufficient 
authority to accomplish these functions are 
mechanical acts of the efficient hospital ad- 
ministrator after he has used all the skills at 
his command in the selection of the proper 
people to perform these functions. Having 
fulfilled these qualifications, deputizing and 
authorizing require little but the initial action, 

The tremendous problem of the hospital 
administrator is the problem of efficient and 
appropriate supervision. This supervision is 
impossible unless there is obtained a clear 
and free flow of information from the top 
levels of management to the individual at 
the operating level. Without this type of 
supervision, personality problems of the indi- 
vidual and the resulting personnel problems 
make their presence felt by discord, lack of 
harmony, and a low quality of care and treat- 
ment of patients. 

It has been the experience of the author 
that the media for the propagation of in- 
formation such as station bulletins, memo- 
randa, orders, and discussions through the 
administrative echelons are not sufficient to 
secure an adequate flow of information from 
the top to the bottom. Certainly less critical 


1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1951. 

This article was reviewed by the Veterans Ad- 
ministration and is published with approval of the 
Chief Medical Director. The statements and con- 
clusions of the author are the result of his own 
study and do not necessarily reflect the opinion of 
the Veterans Adminstration. 

2 Manager, Veterans Administration Hospital, 
Lyons, N. J. 


information reaches the hospital administra- 
tor than he needs. As an example of this, 
more than 24 years ago this hospital was 
ordered by the appropriate officials in Wash- 
ington to discontinue scheduled overtime pay. 
This information was published in a station 
memorandum, clearly indicating the source 
of the order and the effective date. It was 
also discussed with the various chiefs of 
service concerned and they, in turn, were 
requested to discuss this with their appropri- 
ate supervisors. After more than 2 years it 
was found, through personal contacts with 
many individuals in the lower echelons, that 
the reason for the discontinuance of over- 
time was understood by many to be the re- 
sult of a personal vagary of the author of 
this paper. A true understanding for the 
need for such action and the source of the 
order were completely unknown to many in- 
dividuals at the operating level. Not only 
did this experience reveal an inadequate flow 
of information through the regular adminis- 
trative echelons, but it also demonstrated 
another well-known psychiatric observation 
that there is a great reluctance to accept un- 
favorable or unpleasant information. Cer- 
tainly no one should be in a better position 
to recognize personality and personnel prob- 
lems than the psychiatrically oriented hos- 
pital administrator. Were there none of these 
personality problems there would be few per- 
sonnel and hospital problems. 

More than 2 years ago the author initiated 
the “conference system” in hospital manage- 
ment by which the basic tenets of group psy- 
chotherapy were applied to the normal, quasi- 
normal, and the pseudo-normal supervisors 
of approximately 1,400 employees. These 
conferences were established in an attempt 
to secure from the operating supervisors 
those personality and personnel problems that 
interfered with their happiness, their satis- 
faction with the work they were doing, and 
with good patient care. 

These conferences were informal discus- 
sions that in no way violated the dignity of 
higher echelon supervisors and consisted of 
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methods for the dissemination of informa- made should be kept, that no in 
ld 


tion from the management of the hospital to 
the operating level, and, in turn, management 
received the difficulties encountered at those 
levels. It was made a cardinal rule that the 
dignity and authority of the supervisors of 
this group were not in any way violated and 
that higher level supervisors were always 
represented at these conferences. 

I:mployees were encouraged to present 
their problems, to ventilate their aggressions, 
and to offer suggested solutions to pertinent 
problems. The expected reluctance to speak 
to the hospital administrator was encoun- 
tered at the first few sessions. In part, this 
reluctance was overcome by asking individ- 
uals to submit their problems unsigned and 
in writing. Other methods for overcoming 
this reluctance consisted of dividing the meet- 
ing into 2 portions: one in which the infor- 
mation was given to the individuals present 
and, when problems were encountered, the 
advice and suggestions of the individuals 
were requested ; second, following each open 
session a “round robin” took place in which 
each individual was asked to comment upon 
his problems or accomplishments. 

As another management technique in situ- 
ations where there was evident reluctance to 
speak critically in front of supervisors, such 
reluctance could be frequently overcome by 
the use of 3.x 5 cards on which individuals 
asked questions or voiced criticisms without 
being identified. This procedure was used 
frequently during the early meetings to over- 
come a reluctance or, even in some cases, 
an imaginative fear but usually was discon 
tinued in a short time as the individuals had 
more confidence. 

It was found that after participating in 
2 or 3 meetings at weekly or semi-monthly 
intervals this reluctance to speak freely was 
overcome; and, after it was demonstrated 
that the problems presented to the acdminis- 
strator resulted in either corrective action 
whenever possible or an explanation of why 
such action could not be taken, confidence 
was developed. This self-confidence grew and 
the discussion became more open and the 
participation more widespread. 

The basic tenets of group psychotherapy 
were of course adhered to: that promises 


uld be exposed to ridicule, and th 
gestions and comments of all should be con- 
idered in a dignified manner 


gn 
} ems were brought to the at- 
tention of the administrator that he did not 
even know existed in the hospital, some of 
which could be solved readily and quickly ; 
ers required prolonged study. For ex- 
ample, the question of the disciplinary action 
to be taken with a psychiatric aide who fell 
asleep on duty was discussed at length. A 
committee was appointed to study this prob- 
lem. At once it became apparent that psy- 
Matric aides on night duty had insufficient 
supervision and that their duties were not 
clearly outlined. The committee's report in- 
dicated that falling asleep on duty might be 
corrected by the assignment of specific tasks 
to be accomplished by this group, the estab- 
lishment of methods for obtaining coffee and 
food, increasing the amount of supervision, 
and methods to encourage an increasing 
ense of responsibility and importance of the 
position. These recommendations were made 


vy a committee at the operating level and 


} le } | } 1 
when instituted resulted in a marked de- 


crease in the occurrence of the serious of- 
fense of sleeping on duty. 

\nother example of the value of these 
group meetings was apparent when it was 
discovered that several first-line and higher 
supervisors in one large operating unit were 
ittempting to impede the flow of information 
from the operating level to management. The 
reason for such action was that they felt if 
this information reached management the 
operation of the unit would not be held in 
as high esteem as if management were igno- 
rant of these problems. A most difficult group 
therapeutic situation resulted when these su- 
pervisors were in conference and the ques- 
tion was brought up as to “how much should 
be told.” 

These are but two of hundreds of exam- 
pl 


during these meetings and thoroughly illus- 


es of problems that have been brought out 


trate the practicability and value of the psy- 

chiatrist using his own stock in trade when 

that psychiatrist is an administrator of a 


hospital. 


All psychiatrists recognize the need for 
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group acceptance, group identification, the 
need for self-esteem, recognition, and even 
variations of the basic drive of self-preserva- 
tion. They can provide personnel with useful 
and socially accepted outlets for these drives 
by the practical application of the basic prin- 


ciples of psychiatry in hospital administra- 
tion. 

One cannot help wondering how often in 
the administration of psychiatric hospitals, 
“who is worse shod than the shoemaker’s 
wife?” 
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CONDITIONAL RESPONSES IN PATIENTS RECEIVING 
ELECTRIC SHOCK TREATMENT 
STEPHEN FLECK, M.D.,? Seartie, Wasu., 
AND 


W. HORSLEY GANTT, M.D., Battimore, Mo. 


INTRODUCTION 


Numerous observations have been pub- 
lished concerning the nontherapeutic psycho- 
physiological effects of electric convulsive 
therapy (1-10). Most commonly noted in this 
respect have been confusional states related 
especially to recall and memory difficulties 
and distorted temporal or spatial cognition 
(11-15). Studies of this problem in man have 
been largely confined to the usual psychologi- 
cal tests, the solution of simple problems 
based primarily on previously established 
patterns, and to memory and recall exercises 
for remote material and for items learned 
just before treatment(16-19), aside from 
clinical and laboratory data( 20-31). 

This report concerns solely patients’ ability 
and facility to analyze and work out a new 
problem by synthetizing a specific and pro- 
teclive motor reaction as a conditional re- 
sponse to a painful stimulus without the 
benefit or utilization of verbal communica- 
tion beyond preparatory instructions ( 32). 


MeEtTHObs 


Utilizing defense against pain in the form 
of a conditional response (CR) as a test for 
the integrity of cortical activity of the high- 
est order in man was introduced by Gantt in 
1938, and described in detail(33, 34, 71). 
Briefly, the patient is exposed to 2 different 
light signals and to a slightly painful electric 
shock to the left hand 5 times in succession 
in conjunction with one of the visual stimuli. 
After this he is told to press a bulb with his 

1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1051. 

From the Pavlovian Laboratory and the Henry 
Phipps Psychiatric Clinic of The Johns Hopkins 
Hospital and University School of Medicine, Balti- 
more, Maryland. 

2 Department of Psychiatry, University of Wash- 
ington School of Medicine, Seattle, Washington. 
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right hand just before he expects the shock. 
He is not told that pressing the bulb at the 
proper time interrupts the shock current. 
The test was not carried beyond the stage in 
this study (i.e., analysis of retention, inhibi- 
tion, and extinction), except that if the pa- 
tient performed well in tests during and after 
treatment it was repeated then and there 
using different light signals to eliminate any 
memory factors (retention) beyond the range 
of that particular experiment. After each test 


w¥wwel ow w w 


Fic. 1.—Patient 6, showing complete recovery in 
last test. H’ is for white light without shock. G is 
for green signal and designates the excitatory 
stimulus. The left hand received the shock and the 
right hand worked the bulb switch. The vertical 
line indicates when the patient was instructed to 
work the bulb switch. 


the patient was requested to account orally 
for the whole procedure. 

During the test recordings were made 
with 3 ink writers on a revolving drum, of 
the movements of the left hand, of the use of 
the bulb switch, and of respiration. The sig- 
nals and other incidental occurrences were 
noted on the graph by the experimenter (see 
Figs. 1 to 4). The patient was observed 
through a one-way window so that the ex- 
perimenter could not be watched by the 
patient. 
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The test results are rated as follows ( Figs. 
I to 3): 


“A” means no impairment in analysis or synthesis 
of the motor CR. 

“B” means slight impairment in either analysis 
or synthesis, or both. 

“C” means marked impairment of one or several 
of the above elements, and possible lack of insight 
into the problem evidenced during subsequent inter- 


® 


Right Hond 


| 


Fic. 2.—Patient 3, showing difficulty in differen- 
tiation, especially after introduction of additional 
inhibitory signal R (red). After 7 convulsions. 


AS L_ 


Fic. 3.—Patient 8, last test. Failure in differen- 
tiating signals. Increased latent period with last 
signal. Anxiousness and confusion indicated by 
pressing bulb without signal and by removing left 
hand from electrode. 


view. Can form CR only with help of verbal 
explanations. 

“D” means complete inability to elaborate con- 
ditional reflexes and, usually, no insight into the 
problem. 


It has been established that patients suffer- 
ing from nonorganic disturbances perform 
in the range of A or B, even if their subse- 
quent verbal account is very inadequate and 
seemingly lacking in insight. In the presence 
of organic brain disturbances—structural, 


metabolic, or toxic—the performance rating 
is often C, D, or worse. In some of these 
latter patients the verbal account or insight 
may outclass their actual performance (34, 
35). 

A group of 10 inpatients receiving electric 
shock treatment on the basis of clinical con- 
siderations was used for this study. Aside 
from routine physical and laboratory investi- 
gations each patient had a chest plate, an 
electrocardiogram, a conditional reflex test, 
and an electroencephalogram before treat- 
ment was instituted. All patients in this group 
had brain waves within normal range. 

Treatments were given on alternate days. 
The seizure was produced with a standard 
Offner machine using 100-120 V., A. C. 


Fic. 4.—Patient 9, last test. Showing good dif- 
ferentiation, but prolonged latent period produced 
failure in preventing shock. Nine weeks after series 
of 9 treatments. 


current through temporally placed bilateral 
jellied electrodes. A major seizure was ef- 
fected during each treatment by stepping up 
either the milliamperage or the duration of 
the current flow in cases where a first try did 
not produce a grand-mal-like convulsion. All 
patients were given .15 cc. Intocostrin 
(E. R. Squibb & Sons) intravenously for 
each 10 pounds of body weight prior to the 
shock.® 

Diagnostically the patients formed a di- 
versified group (see Table 1), and they were 
included in the study consecutively as soon 
as they were scheduled for electric seizure 
therapy during this period. The age range 


The treatments were carried out by the 
various members of the house staff under the 
supervision of Drs. Eduard Ascher and Edward 
Ohaneson, and the authors are indebted to all of 
them for their cooperation. 
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was from 28 to 60, and there were 5 men 
and 5 women. Except for the repeated test- 
ing itself the study did not interfere with 
the patients’ clinical program and activities. 
No parallel or ancillary observations or meas- 
ures were carried out beyond the clinic rou- 
tines prescribed by the staff for these pa- 
tients. None of them received sedation 
beyond dosages intended to produce restful 
nights, if possible. 

Tests during the treatment period were 
always performed approximately 24 hours 
after the latest seizure. 


RESULTS 


Altogether 52 tests were performed, the 
minimum being 2 and the maximum I1 in 
any one patient. The results are tabulated 
in Table 1, and show that the performance 
rating declined in 6 of the 10 patients (Cases 


ance, however, was as low as ever, indicating 
more definitely organic interference at this 
time. However, low test results in chronic- 
ally schizophrenic patients had been reported 
previously ( 34). Patients 4 and 5 also showed 
the least clinical improvement. Otherwise 
there appeared to be no consistent relation- 
ship between the degree of defect that de- 
veloped and clinical betterment. 

The rather low performances of patients 1, 
2, and 7 on the first test were not considered 
due to organic interference. They cooperated 
poorly in any sphere and patient 7 suffered 
or claimed to suffer from amnesia that was 
demonstrably selective, and he repeatedly re- 
sisted instructions during his first 2 tests, as- 
serting that he could not remember what he 
was told. He always claimed to have for- 
gotten everything concerning the test during 
the interviews following immediately, al- 
though he remembered having brought to 


TABLE 2 


Test REsuLts 


Patient number 
Total number of seizures........... 2-6 


Weeks after treatment during which 


3 and 6 through 10). In 2 patients this 
deficit had disappeared by the time of their 
last test (Cases 6 and 7). Patients 3 and 10 
showed defects 1 and 2 weeks after their last 
convulsions respectively and in patient 9 the 
impairment persisted for at least g weeks 
afterward. Patient 8 showed a deficit 3 weeks 
after the eighth seizure and again, or still, 
during and after a second series of 12 shocks 
begun one month after the end of the first 
course. 

The low performances of cases 4 and § all 
through the test period were probably due 
to psychological difficulties in adjusting to 
the test situation itself, but because of this 
low rating an organic disturbance could not 
be ruled out in any one of their tests. This 
is especially pertinent to patient 4, who had 
had 18 electric shocks 4 months before the 
series during which she was tested. During 
the last experiment 2 weeks after termination 
of treatment she was in better contact and 
gave an adequate account of the test and her 
intention to prevent the shock. Her perform- 


3 8 8 10 4 8 
7 8 9 10 12 15 16 20 
2 3 9 I 2 2 I 


the test room his pipe which had been hidden 
during the experiment. From the third sei- 
zure until after the seventh he showed no 
evidence of organic impairment. Then his 
performance declined. Patients 1 and 2 were 
deeply depressed and rather resistant to in- 
structions, despite verbal compliance. 

Tremor appeared in patient 6 after the 
first seizure, and in patient 7 after the sev- 
enth convulsion. It was present during the 
test following the fourth treatment in patient 
8 and then increased again after the seventh 
seizure, to remain more marked from then 
on. No other clinical neuropathological mani- 
festations were noted in this group. 

Positive relationship between the chroni- 
city of the organic impairment and the num- 
ber of treatments is suggested by the results 
(Table 2). The 2 patients whose perform- 
ance returned to the rating preceding therapy 
had 2 and 10 seizures respectively (Cases 6 
and 7). Only in the last one did the deficit 
persist beyond the treatment period, but less 
than 2 weeks. Improvement of performance 
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occurred in patient 2 after 6 seizures and in 


7 after the first 2 treatments (see above ). 

The 3 patients in whom organic interfer- 
ence was evident 2 weeks after the last sei- 
zure and beyond had 9, 15, and 20 shocks 
respectively. Lastly patient 4 showed organic 
impairment 2 weeks after the last of 16 fits 
and her poor rating throughout may have 
been related to an earlier series of 18 con- 
vulsions 4 months previously. 

It is especially these low performances 
after termination of treatment that require 
attention in contrast to the low ratings 24 
hours following a convulsion. The disturb- 
ance in the latter situation is variable and 
attributable to lack of differentiation or in- 
ability to resist the impulse to squeeze the 
bulb, irrespective of light signals, or both. 

The last tests of patients 4, 8, 9, and 10 
revealed that despite recognition of the posi- 
tive signal and its significance the patient 
failed to press the bulb switch in time to pre- 
vent the shock, and patient 10 began squeez- 
ing the bulb erratically only after her failure 
to accomplish her (correct) intention. Pa- 
tient 9 showed this difficulty most consist- 
ently 3 weeks after the end of his shock 
series. He stated, “I tried to time it. Only 
after you repeated instructions did I press it 
right a couple of times. Maybe I didn’t press 
hard enough.” The record shows clearly that 
the switch was operated each time after the 
left hand had been shocked (Fig. 4), as if 
the patient could not “tire it” as he intended 
to do. 


Discussion 


\lthough the vast majority of reports in 
the literature based on clinical observations 
state that memory difficulties are frequent 
but short-lived and disappear within a few 
weeks after treatment(4, 5, 13, 16, 19, 24), 
some authors have stressed that they can last 
much longer and are a source of complaint 
and concern especially in those patients 
whose recovery had remained incomplete (1, 
6, 9, 10, 28, 30, 36).* While it is not the pur- 
pose or scope of this paper to consider the 


*That organically determined failure to form 
conditional responses involves visceral reactions as 
well as the skeletal muscular system was shown 
recently by Reese, Gantt, and Doss (Psychosom 
Med., in press) 


psychophysiological mechanisms of electric 
shock remissions, it seems pertinent to point 
out that the findings described may play a 
part in the dissatisfaction with and concern 
over shock therapy effects expressed by such 
incompletely restored patients(9, 10, 31, 37, 
38). 

It was pointed out introductorily that the 
synthesis of a new CR, and therewith a per- 
son's ability to deal with, adapt to, and if 
necessary protect himself from new situa- 
tions, depends upon the integrity of the high- 
est cortical functions and associations ( 32-35, 
71). A minor lesion or disturbance in basic 
functions especially in the frontal areas may 
often not produce impressive clinical mani- 
festations, especially if the patient’s reliance 
and the observer's focus are on past experi- 
ences and patterns ( 39-42) ; only careful and 
specially adapted psychological studies may 
reveal at times the far-reaching consequences 
on the range of associations and adaptive 
flexibility ( 39-43). That the range of associa- 
tions (Goldstein’s abstraction) is narrowed 
and their production delayed or distorted 
after ECT has been shown by Diethelm(12), 
by Janis(14, 15), and by Rabin(44). Dis- 
turbance in temporal correlations has been 
stressed by others(3, 8, 11). It is therefore 
plausible that some patients’ recovery or re- 
storation can be delayed or hampered indefi- 
nitely because of organic disturbances rather 
than that such patients are more aware of a 
temporary deficit because of their continued 
maladjustment. 

Animal experiments have shown consist- 
ently that electric shock interferes with learn- 
ing (45-50), ¢.g., maze performance whether 
it is a new task(45-47) or one learned pre- 
viously(51-55). The number of errors in 
such performances(56) or the time neces- 
sary to accomplish such tasks is significantly 
increased(57). In most of the observations 
cited these disturbances have been tempo- 
rary. 

Rosen and Gantt have demonstrated the 
deleterious effects of metrazol convulsions on 
established conditional response patterns in 


dogs(58), and Riess has found comparable 


disorganization in rats receiving daily elec- 
tric shocks( 59). 
Search for brain damage due to electro- 


therapy in human subjects(5, 60, 61) as well 
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as in animals(62-66) has produced conflict- 
ing results, but it is certainly evident that le- 
sions due to extravasation of lesser or greater 
degree including fatal ones can occur(60, 
61), and probably do occur,therefore, in a 
certain percentage of patients treated. Clini- 
cal evidence of altered or abnormal cortical 
activity is most consistently found by EEG 
(6, 20, 21, 23, 25, 29-31). Examination of 
the CSF, neurologic observations, and psy- 
chological tests have not produced any evi- 
dence of consistent or even of significant 
temporary disturbances(4). However, to re- 
peat, these examinations are concerned with 
gross neuronal integrity or with past and 
established behavioral patterns rather than 
with the adaptability to new situations. It is 
known how readily circumscribed defects in 
mentation can be compensated for in tests 
based on established patterns unless special 
methods are devised ( 39, 40, 67). 

Improvement in the utilization of some 
previously established adaptive pattern is to 
be expected on the basis of observations in 
animals, that electric shock among other ef- 
fects lifts the inhibition of conditional re- 
sponses that had become extinguished by lack 
of reinforcement(45, 49, 65, 68). Similar 
phenomena have been reported concerning 
patients’ performance in psychotherapy fol- 
lowing shock therapy(7, 8). 

However, inhibition is also at the basis of 
learning and in particular is indispensible if 
new response patterns and complex achieve- 
ments are to evolve. Thus if seizure intro- 
duced “disinhibition” spreads beyond the re- 
establishment of previously useful adaptive 
patterns, there may occur increasingly dis- 
turbing intérference with the highest eche- 
lons of cortical integration. In this way, 
unless memory and recall disturbances are 
marked, improvement in many performance 
tests based on earlier patterns can be antici- 
pated once the organically determined con- 
fusional hypomanic posttreatment phase has 
subsided(4, 7, 13, 16-19, 69), while more 
subtle amnestic disturbances, such as fail- 
ure to correlate experiences serially and tem- 
porally, may persist. These “minor” defects 
may have far-reaching consequences, how- 
ever, if essentially new situations or problems 
have to be met. 


The cognitive and associative disturbances 
noted by others and demonstrated in the ex- 
periments reported here in at least 3 patients 
(Cases 8, 9, 10) suggest that organically de- 
termined functional impairment may occur 
more often than can be noticed clinically and 
that the salient defects are akin to those 
found in Korsakoff’s syndrome or similar 
amnestic states(11, 35, 38-42, 70). 


SUMMARY AND CONCLUSION 


Ability to form a conditional response to 
a slightly painful stimulus was tested in 10 
patients before, during, and after electric 
shock therapy. Fifty-two experiments re- 
vealed decline in performance in 6 patients. 
In one the deficit disappeared within 24 
hours, and in another within 2 weeks after 
the last seizure. Two were not tested beyond 
2 weeks after treatment, and in the other 2 
the impairment lasted at least 3 and 9 weeks 
respectively. In one of these the defect per- 
sisted through a second course of electric 
convulsions one month later. A seventh pa- 
tient with a uniformly poor record showed 
an organic type deficit more definitely 2 
weeks after the last seizure. 

This failure to adapt defensively to the 
experimental situation appears to be related 
to the number of convulsions the patient has 
undergone. The nature of the impairment is 
discussed together with some of the pertinent 
literature. Its essential features appear to be 
limitation of associative range and inability 
to analyze and synthetize sequentially related 
phenomena, especially with regard to tem- 
poral relationships. 

Together with data from animal experi- 
mentation the findings suggest that important 
adaptive, organically determined deficits may 
occur more often as a result of electric con- 
vulsive treatment than are clinically recog- 
nizable. 
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DISCUSSION 


Dr. Jutes H. Masserman, M.D. (Chicago, 
Ill.).—The question that Drs. Fleck and Gantt set 
themselves in this clinical study was an important 
one: namely, does electroshock “therapy” signifi- 
cantly impair the highest functions of the human 
cortex as measured by accurate perception of 
stimuli, rapid association and retention of meaning, 
and effective response to experience? The answer 
given in the paper is simple and direct: ECT does 
produce such impairments of cerebral function to 
a clinically significant and experimentally demon- 
strable degree. This conclusion is all the more 
pertinent because the authors’ methods and results 
are relatively immune to the usual criticisms, viz: 
the small number of patients, the variability in their 
diagnoses, the propriety of calling the relearning 
process a “conditional reflex,” or the possibility 
that requiring either male or female subjects to 
squeeze a rubber bulb (the Luria technique) may 
have introduced erotically symbolic distortions. In 
reply to such strictures, the authors need merely 
point out that the experimental data, though sparse, 
are quite consistent; that most of us, admittedly 
or not, have long since ceased to take 2-word clini- 
cal “diagnoses” seriously, that the Pavlovian ter- 
minology employed in the paper is, semantically 
speaking, no worse if no better than other linguistic 
approximations, and that interpretations of the 
supposed erotic significance of various symbolic acts 
remain mere sophistries until they are actually 
demonstrated to be operationally relevant. Further, 
any attempt to dismiss the results of this research 
because of the brevity of the period of follow-up 
after ECT can also be countered by the simple 
reminder that the central nervous system can never 
truly repair any injury done to it; on the contrary, 
the best that can be expected is only partial com- 
pensation of function even if an unlimited time 
were allowed. 

As the authors state, then, a mass of evidence 
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including recent animal experimental studies in our 
own laboratory has accumulated to the point at 
which we must now consider ECT from 2 all- 
important aspects. The first is that ECT, because 
of the very fact that it drastically disrupts cerebral 
function, may be temporarily useful in some cases 
in which currently adverse behavior patterns can 
be broken up in no other way. If these aberrant 
patterns are recent and superficial they can be 
altered or disintegrated with relative ease, after 
which their place might be taken by favorable pat- 
terns of conduct established with concurrent psy- 
chotherapy and subsequent social rehabilitation 
However, the second consideration is that these 
same processes of recovery may be severely handi- 


capped by the impairment of adaptive capacity that 
inevitably accompanies ECT—an impairment that 
leaves hidden but ineradicable lacunz of disability. 
This is particularly pertinent when the patient is 
an artist or scientist whose highest assets (and 
greatest social value) lie in his intelligence or 
esthetic virtuosity—gifts that in our well-meaning 
blundering we may ruthlessly and irrevocably dis- 
sipate by the injudicious and sometimes tragic use 
of electroshock or other drastic therapies. Drs. 
Fleck and Gantt, in their own valuable work and in 
their succinct summary of the literature, have 
sounded another sober warning about this, and we 
owe it to our scientific and clinical conscience to 
give serious heed. 
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GRIEF REACTIONS IN LATER LIFE* 
KARL STERN, M.D., GWENDOLYN M. WILLIAMS, B. A., 
AND 
MIGUEL PRADOS, M.D. 
Montreal, Quebec 


The gerontologic unit within the Depart- 
ment of Psychiatry at McGill University has 
been running an old age counselling service 
since 1945. A description of this type of 
service and the main problems involved has 
been given on previous occasions(1I, 2). One 
of the most frequent situations with which 
one has to deal in this age group is that of 
bereavement. This is probably accentuated 
by the fact that the patients seen in the coun- 
selling service are members of the indigent 
population. In such a socially and economi- 
cally selected group the patient comes to the 
attention of a social agency for the first time 
when he or she loses a marital partner or 
some other family member. In the follow- 
ing study an attempt is made to draw atten- 
tion to certain features of grief reactions 
that are particularly striking within this age 
group and that may differ in character from 
grief reactions in younger age groups. 


SuBJECTS 


The present observations were made on 25 
subjects, one of whom was male and 24 of 
whom were female. The age at the time of 
interview varies from 53 to 70. As has been 
indicated(1), the problems encountered in 
old age can only be artificially differentiated 
from those of the involutional period. There- 
fore, in this study the age range is greater 
and the lower age limit is 50. 


MetHop 


A social history is taken by the social 
worker before the psychiatrist sees the pa- 
tient. A systematic psychiatric history is 


1 Read at the 107th annual meeting of the Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 19ST. 

From the Gerontologic Unit, Department of Psy- 
chiatry, McGill University, Montreal. 

This work was aided by a Province of Quebec 
Mental Health Grant. 


taken in the first interview, which is followed 
by a varying number of informal interviews. 
For reasons previously given(1), even the 
first interview has to be kept “free” so that 
the patient does not have the feeling of a 
systematic “history taking.” The facts have 
to be compiled gradually during several in- 
terviews, as well as from the history taken 
by the social worker. 


OBSERVATIONS 


A composite picture of these cases presents 
itself as follows. There is a dearth of overt 
mental manifestations of grief or of con- 
scious guilt feelings. On the other hand, 
there is a preponderance of somatic illness. 
In some cases the time relationship between 
the onset or accentuation of these somatic 
illnesses and the time of bereavement is 
quite obvious. The image of the deceased 
undergoes peculiar changes in the conscious- 
ness of the mourner; the idealization com- 
monly encountered during the process of 
grief sometimes assumes bizarre degrees. In 
contrast to this there frequently develops an 
irrational hostility toward living persons, 
particularly in the patient’s immediate en- 
vironment. Here there is also a time rela- 
tionship between the onset of the hostility 
and the time of bereavement in some cases. 

The features are best illustrated by some 
case examples. 


A woman of 59 (Mrs. A. C.), who had lost her 
husband two years before she was first seen, devel- 
oped arthritis at the time of his death. She had an 
operation for prolapse of the bladder on the day of 
the anniversary of his death. “Coming out” of the 
operation she developed a pain in her right arm 
that since has “spread all over.” 

A man of 59 (Mr. J. S.) developed breathlessness 
and a large amount of sputum within the year fol- 
lowing his wife’s death, which had occurred 6 years 
before the first interview. At that time bronchiecta- 
ses were diagnosed. 

A woman of 63 (Mrs. I. T.) who had lost her 
husband 6 years before the first interview, suffered 
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3 accidents within 4 years, always when in do- 
mestic employment. On one occasion she slipped 
and broke her wrist while the family for whom 
she was working was preparing the house for 
Christmas. 

A woman of 68 (Mrs. E. G.) was seen 5 months 
after the death of her husband. The latter had given 
up work 5 to 6 years before his death because of 
“heart trouble.” During the 6 months before he 
died he was unable to hold his urine. His wife 
nursed him during this time. Three months after 
she had begun to nurse him she developed diarrhea. 
When asked how she reacted to her husband's death 
she said that it still came as a shock to her. How- 
depth. Six weeks after her husband’s death she had 
an intestinal operation for her diarrhea. A surgeon 
told her afterwards that “the large bowels and the 
small bowels were intertwined and that is what 
caused the pain.” When first seen she still com- 
plained of this diarrhea, of precordial pain, and 
undue fatigability. Since the time of her husband’s 
death she had lost 15 lbs. She had no emotional 
complaints except for “worrying about everything.” 
She looked serious but laughed quite readily at 
times and was able to see a joke. The conversation 
lacked spontaneity and all information had to be 
gained by specific questions. 

One woman of 63 (Mrs. I. R.) was admitted to 
the Allan Memorial Institute with the typical pic- 
ture of a senile dementia. Interviews of the relatives 
revealed the fact that her organic cerebral syndrome 
set in immediately following her husband’s death. 
This time relationship was stated independently by 
several relatives. 

This woman was born in Montreal. Her father 
died at the age of 84 of cancer. He was an engineer 
and had emigrated from England. Her mother died 
of cancer at the age of 80. The patient was the 
third of 10 children of whom 6 were still living at the 
time of interview. Two children died in infancy of 
meningitis, one sister died of typhoid fever, one 
brother died of cancer, and another brother had 
been in a mental hospital for the last 10 years. 
After completing high school she took a business 
course and worked for more than 10 years with an 
insurance company. 

At the age of 28 she married, and her husband 
was approximately the same age. Her relationship 
with him seems to have been a very dependent one. 
She said that arguments were her fault because she 
was “such a little snip.” She had very high praise 
for his thoughtfulness, his ability at the office, and 
his musical talent: “I don’t like to brag but. ie 
The main social activities of their life were centred 
about the church and the choir, for which her hus- 
band was the organist. He was employed by an 
insurance firm. They entertained friends in their 
home. She could not have children and said that 
she now felt inadequate. She treated her nephew 
“as my son.” 

According to information obtained from her sis- 
ter, the patient had never been considered a strong 
person. Twice she had travelled to England because 


she felt “terribly worn down” after the death of 
a near relative. These trips made her feel much 
better. She had had a gynecological operation many 
I ny for the 
relief of an obstructive ulcer. She had had pleurisy 
bronchitis the 2 winters previous to the death 


years ag She had a gastroenter 


t 
d 


In August 1949 her husband died suddenly as the 
result of an accident; while doing some house paint- 
ing he fell on a picket fence and his lung was 
pierced. Following his death she became restless 
and anxious; at the same time it was noticed that 
he became forgetful, increasingly disoriented, and 
gent in her everyday work. In October 1950 
she was admitted to the Allan Memorial Institute. 


he was a short, thin and pale woman, with a 
facial asymmetry. She would move restlessly 


ibout the ward, repeating over and over that she 


was a nuisance to everybody, that she could not 
understand why people were so kind to her, and that 
he ought to have her glasses fixed hysical ex- 
amination revealed diminished hearing in the left 


liminished vision in the left eye, a sluggish 


right pupillary response, an equivocal plantar reflex 
the right, bradycardia(so), and retinal arterio- 


sclerosis 


Interview: (What is your name?) “Ivy, a plant. 
I was the first girl, so th ught they had 


to give me a flower name . . You have a pretty 
view up here. .... My husband and I used to go 
for lovely walks in the fall. . Do you have a 
son? .... A doctor who examined my eyes had a 


son here, that’s why I thought you might have a 
son. 

(What is wrong with you?) “Just if I could 
see, read .... it'S my eyes.” 

(How long have you had this?) “It dates back 
to childhood. I think I had a fall when I was a 
child, 1 think it’s that what causes all the trou- 

(Is there anything else wrong with you? You 
vould not be taken into this place on account of 
your eyesight.) “I don’t know. . . They told me 
to come in here, that’s all.” 

(How do you sleep?) “I sleep fairly well since 
I got over the shock. It was a month, I don’t know 
exactly.” 

( How is your appetite?) “Thank you, that’s im- 
proved.” 

(How is your memory?) “The first little while 
In’t remember so well.” 

(What would you say is the date today?) “I 
don’t care.....4I1 didn't follow it up. (Looks 
through the window.) Oh, I do know, it's November 
sixth, my birthday.” (Correct) 

(What year is it?) “Oh, I don’t have 
casion, I didn’t write letters. 


” 


after the shock I di 


any oc- 
. . Oh, I give up, 
I'm half asleep anyway 

(Would you say it is closer to 1948 or to 19387) 
“I would rather say it’s 1940 something than 1930 


(Examiner had introduced himself twice before. 
“What is my name?) I don’t think I heard it.” 
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(Examiner repeats his name.) “Oh yes, you told 
me so. I thought I had only my eyes to be tested.” 

(What was the shock you mentioned?) “I made 
a great mistake. My brother-in-law said all the 
time to keep it up. .... That's why my side is sore 
all the time, I feel tight here. I don’t get any breath. 
It’s dreadful to be alone in the house. You know 
we were very near, we had no children. That silence 
in the house, how can I stand it? My brother didn’t 
understand me (cries). You see, my husband was 
musical, we often had the choir in the house. When 
the accident took place he had three different offers 
to play the organ.” 

She gave contradictory reports as to the actual 
time of the accident. Her retention was severely 
impaired on c ig tests(3). She showed con- 
siderable stability in her defects during several ex- 
aminations within two weeks.? 


ty 


The following examples illustrate the ac- 
tual attitude toward the lost person; all 
“dark” features are blotted out and the de- 
ceased becomes transfigured in an unreal 
way. 


A woman of 60 (Mrs. E. D.) who had lost her 
husband 3 years before the first interview com- 
plained of “feeling bad” in a busy or noisy environ- 
ment. Her sleep was poor, appetite varied, digestion 
was irregular. “Sometimes I don’t feel too bad, at 
other times I feel like dying.” She described her 
husband as a “wonderful man.” Actually he had 
been an alcoholic who deserted her on several oc- 
casions and was cruel when intoxicated. There were 
notes in the record at the Family Welfare Associa- 
tion to the effect that she had come running for 
protection and help. In successive interviews she 
gave a glowing picture of her husband, and when 
finally confronted with the facts she denied them. 

A similar situation existed in the case of a woman 
of 61 (Mrs. H. W.), who was seen in private 
practice. She had lost her husband 7 years before 
the first interview. This woman referred to her 
deceased husband in terms that struck the examiner 
as almost fantastic glorification. Moreover, she in- 
voked his name in connection with any, even trivial, 
decision she had to make. Remarks such as, “Wal- 
ter would want me to do this....” or “.... 
would not want me to do that,” occurred frequently. 
She had a villa in one of the most beautiful spots of 
Sweden and spent part of every year there. Several 
rooms of the villa remained untouched, as if she 
were dealing with a shrine in his memory. The his- 
tory taken from her son and her daughter revealed 
that the husband had been a psychopath with sa- 
distic features. He had retired early in life, around 
the age of 40, living on his ample income. Every 
morning he would sit at his writing desk and com- 
pose an exact timetable of duties for each member 
of the family. This included physical exercises, open 
air walks, etc., even for the Parkinsonian mother- 


2 The authors wish to thank Dr. D. Ewen Cam- 
eron for allowing them to use his test results in this 
case. 


in-law, who frequently pleaded not to have to go 
for walks on cold days but was forced to do so just 
the same. He carried on an affair with the chil- 
dren’s governess for many years, and would bring 
well-known dancers and actresses as “guests” into 
the home. Our informants told us that the patient 
had not only known about these things, but it seems 
that her husband made sure that she would know 
about them. 


Another trend observed in our group was 
toward self-isolation, and of hostility against 
people in the bereaved person’s surroundings. 
In fact, at times the immediate reason for 
which the social worker brought the client to 
the attention of the old age counselling serv- 
ice was precisely because he or she had 
“turned against” other roomers in the house, 
or against a member of the family, usually 
of the same sex as the deceased. 


A woman of 61 (Mrs. M. B.), who was first seen 
2 years after her husband’s death,- complained of 
insomnia and anorexia. “I’ve had a sour stomach 
all my life. Milk, if it is not cooked properly, 
doesn’t agree with me.” She said that she had cried 
a good deal since her husband’s death. “If it were 
not for crying I’d be dead. It’s the only thing that 
relieves me.” 

At the age of 27 she had married a man 10 years 
her senior. She said that she had known her hus- 
band since childhood “because he came into her 
house.” For several years before his death he suf- 
fered from “amnesia” (described what appeared to 
be senile dementia) and she apparently had a dif- 
ficult time with him. “He wanted to go out all the 
time. One night he went out in his underwear and 
with his straw hat on.” The last 6 months of his 
life he was in a mental institution. They had one 
child, a married daughter. After his death, our pa- 
tient had a terrible quarrel with her son-in-law. 
When asked why, she was rather vague: “I did not 
like the way he acted. .... He is rather a nervous 
man himself.” 

The private patient mentioned above developed a 
marked hostility against her son-in-law shortly after 
her husband’s death. She described him as a cruel 
man who held her daughter in subjugation. Ac- 
tually the daughter was happily married and, ac- 
cording to the latter as well as her son, the picture 
she gave of her son-in-law was completely distorted 
and would actually have fitted her husband. 


TREATMENT 


None of the cases described here was psy- 
chotic, nor was the depression of such a de- 
gree that electric shock treatment or hos- 
pitalization was necessary. The mechanisms 
of transference are largely modified in this 
age group(2). In view of the numerous so- 
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matic illnesses it must be emphasized that the 
patient needs to feel that the psychiatrist 
keeps close track and shows genuine interest 
in all medical and surgical procedures. 

All channels toward sublimation have to 
be carefully exploited. The private patient 
(Mrs. H. W.) whose husband had been 
“idealized” in such an incongruous fashion 
developed a strong hero-worship of her min- 
ister, and began much church activity and 
community work, and is now on good terms 
with her son-in-law. 

A large part of the therapy in the cases 
described consists of manipulating the en- 
vironment. The mechanisms of hostility and 
self-isolation have to be interpreted to the 
relatives. Whenever possible the patient him- 
self should be led up to the point of insight. 
In the cases of irrational hostility. directed 
toward a member of the family the hostility 
disappeared during the course of the inter- 
views. 

DISCUSSION 

Reactions of grief and mourning are so 
important from a clinical point of view that 
they have been studied intensively (4-9). 
Most of these investigations are based on 
psychoanalytic concepts. The one persistent 
trend apparent in all these papers is the one 
implied in Freud's original study(4), and 
best formulated in the observation by Helene 
Deutsch(5), namely, that the “work” of 
mourning must be viewed in the light of the 
psychoanalytic theory of libido. This theory 
is based on an analogy between the “conser- 
vation” of libido on one hand, and the law 
of conservation of energy on the other. 

Irom a review of the literature it appears 
that grief reactions in later life have never 
been studied systematically. If we look at 
the most important features observed in our 
group, namely, the relative paucity of con- 
scious guilt feelings, the tendency toward a 
replacement of the emotional grief reaction 
by somatic equivalents, the distortion of the 
image of the deceased in the direction of 
some unreal glorification, the tendency to 
self-isolation and hostility toward surviving 
members of the family or toward friends, it 
seems that they all lend themselves to an in- 
terpretation along the lines evolved in the 
psychoanalytic literature. Helene Deutsch 


(5) explained the absence of mourning in 


n the basis of the assumption that 


i's ego is too weak to carry out the 
“work” of mourning. Grief would endanger 
the ego at that stage to such a de gree that the 
child has an immediate scotoma for the loss. 
However, she contends that the process of 
grief must be completed later. Now it has 
been stated that old age is characterized by 
a weakening 


of the strength of the ego; on 
this basis it has been assumed that involu- 


tional depressions are due to the fact that 


dynamic forces emanating from the superego 
are relatively prevalent during the involution 
(10). This relative strengthening of the 
superego is made possible by the waning of 
the ego in the aging person. 

If this theory is correct one should, at first 
sight, assume that conscious guilt, or a tend- 
ency toward delusions of guilt, should be 
found more frequently in old than in young 
bereaved persons. Our observations, how- 
ever, seem to indicate the opposite. In order 
to explain this apparent discrepancy, namely, 
between a greater tendency to overt guilt in 
later life melancholias and the comparative 
absence of guilt in states of mourning, we 
have to consider the following. Under certain 
circumstances the older person is more ready 
to “channel” material that would produce 
overt emotional conflict into somatic illness. 
It is interesting to note in this connection 
Cobb’s observation that the correlation be- 
tween psychogenic trauma and rheumatoid 
arthritis became greater as the age of the 
investigated patients increased(11). Some- 
thing analogous was observed in the first 
hundred clients of our old age counselling 
service(1). It would be the subject of a 
special study to decide whether these somatic 
illnesses represent a tendency toward self- 
punishment or an expression of the death 
wish and an identification with the deceased. 
However, it is safe to assume that the aging 
organism is biologically more ready for so- 
matic equivalents of depressions. Even the 
senile dementia observed in one of our cases 
obviously represented such a flight into the 
somatic. It is generally known that degenera- 
tive cerebral disease can be enhanced or 
precipitated by emotional factors. Kral(12) 
showed that in elderly inmates of concentra- 
tion camps there were not more affective psy- 
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chotic disorders than would be expected in 
a control group but there was, under emo- 
tional stress, a definite tendency toward pre- 
cipitation of organic senile psychoses. Inci- 
dentally, it is interesting to study the verbal 
productions of our senile patient from the 
point of view of the symbolic connotations 
of the psychogenic factor. She believes that 
she is in the hospital to have her eyesight 
tested. This may be interpreted, as in the 
case of a hysterical blindness, as representing 
her wish “not to see.””, Moreover, she thinks 
that her illness is due to a fall she had during 
childhood. On another occasion she points 
at the side of her chest and indicates that it 
hurts in there. There is little doubt that the 
“fall” and the pain in her side are associated 
with the mode of death of her husband who 
had been killed by falling on a picket fence 
and piercing his lung. 

The most extensive and systematic study 
on grief reactions (Lindemann(8) ) was car- 
ried out chiefly on the bereaved persons after 
a disaster with violent death. This kind of 
death has unconscious symbolic connotations 
that, for obvious reasons, lend themselves 
more to the formation of ideas of guilt. In 
elderly people the death of the deceased has 
often been expected over a long time; there 
is frequently a history of nursing the sick 
person for a long period before death; the 
bereaved person is at an age at which he is 
preparing for death—in other words, con- 
trary to situations like those described by 
Lindemann, there is more opportunity to 
identify with the deceased rather than feel 
guilty toward him. 

This may also explain the tendency toward 
distortion. Helene Deutsch(5) emphasized 
that ambivalence toward the deceased is the 
most difficult conflict to master during the 
reaction of mourning. In our cases we saw 
a tendency to preserve an image of the 
deceased consisting only of light without 
shadow. We might say that the shadow is 
buried, or in those cases in which the shadow 
is not repressed it is projected onto a living 
person. This would explain the irrational 
hostility toward a living member of the fam- 
ily. In fact, the description that the bereaved 
gives of the relative toward whom he dis- 
plays hostility may correspond surprisingly 
to the objectionable features of the deceased. 


In any case, the ambivalence is handled by 
splitting the image of the deceased into two. 
This mechanism is suggestive of an ego de- 
fence. To work through the ambivalence on 
a conscious level would be too great a strain. 
In purifying the image of the deceased to an 
unreal degree, the bereaved fulfils narcissis- 
tic needs that are urgent at this stage of life 
and avoids the intolerable stress of overt hos- 
tility. 

Thus, we can tentatively explain all the 
phenomena observed here on the basis of de- 
fence against dynamic forces that would be 
destructive to a weakened ego. Apart from 
this, it is possible that the “somatic equiva- 
lents” of grief reactions are facilitated by 
identification with the deceased and the death 
wish of the mourner. 


SUMMARY 


Grief reactions in later life have been 
studied in 25 subjects, 23 of whom attended 
an old age counselling service. The most 
striking features in this group were: a rela- 
tive paucity of overt grief and of conscious 
guilt feelings, a preponderance of somatic 
illness precipitated or accentuated by the be- 
reavement ; a tendency to extreme exaggera- 
tion of the common idealization of the de- 
ceased with a blotting-out of all “dark” 
features ; a tendency to self-isolation and to 
hostility against some living person. These 
features are discussed in the light of the psy- 
choanalytic theories of mourning and depres- 
sions in general, as applied to the psychologi- 
cal dynamics of later life. A brief outline of 
the management of these cases is given. 
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ON THE POSSIBILITY OF PREDICTING HUNTINGTON'S 
CHOREA BY ELECTROENCEPHALOGRAPHIC STUDY * 


BENT HARVALD, M.D., Copennacen, Denmark 


Since Huntington’s chorea does not be- 
come manifest until the age of 35-50, after 
the patients have passed the greater part of 
their fertile period as healthy individuals, 
the possibility of ascertaining the presence 
of the morbid gene at an early stage of the 
patient’s life would be of great value in pre- 
venting the spread of the disease. 

In 1948 Patterson, Bagchi, and Test(2) of 
Ann Arbor reported an_ electroencephalo- 
graphic (EEG) study of the offspring of pa- 
tients suffering from Huntington’s chorea. 
In 19 out of 26 subjects they found unmis- 
takable changes, comparatively severe in 12. 
These 12 subjects were considered probable 
carriers of the morbid gene. 

The EEG changes consisted of (1) domi- 
nant slowing of waves, (2) sudden high- 
voltage episodic slow or fast bursts, (3) 
abortive or genuine bilateral spike-and-wave 
formations, and (4) exaggeration of the 
above characteristics during hyperventilation. 
In addition, several EEGs showed disorgani- 
zation of pattern because of mixture of vari- 
ous frequencies and amplitudes. The changes 
were found mainly in the frontal and motor 
leads. 

Among the 26 offspring of patients with 
Huntington’s chorea 8 were over 20 years of 
age, whereas the remaining 18 were in the 
first 2 decades of life at which age the signifi- 
cance particularly of minor EEG changes 
must be assessed with a certain reserve. The 
abnormal tracings in this series, however, 
occurred mainly during the first 2 decades 
of life. This is rather strange, since the most 
marked changes would be expected just be- 
fore the usual age of manifestation, if the 
changes were interpretable as an early sign 
of Huntington’s chorea. 


PRESENT INVESTIGATION 


In an endeavour to test the results of Pat- 
terson and co-workers a total of 25 adult off- 


‘From the University Institute for Human 
Genetics, Copenhagen. Chief: Professor Tage 
Kemp, M. D. 


spring of Huntington’s chorea victims was 
studied at the University Institute for Hu- 
man Genetics in Copenhagen. 

The series includes only cases in which the 
diagnosis of Huntington’s chorea was beyond 
doubt, partly because of the clinical charac- 
teristics, partly because of the occurrence of 
similar cases in other members of the family. 
All the offspring examined were over 20 
years of age. The age distribution is set out 
in Table 1. 

No one was included who had a known 
history of serious cranial injuries or men- 
ingo-cerebral lesions that might be expected 
to have caused permanent EEG changes. 

The study comprised the taking of an 
ordinary neurological history and EEG trac- 
ings made with the Kaiser 8-channel electro- 
encephalograph. The placement of the elec- 
trodes was according to Jasper, i.e., in the 
frontal, motor, parietal, occipital, and tem- 
poral regions. In addition to the monopolar 
leads with one lead from each electrode to 
the homolateral ear, we used also bipolar 
leads with longitudinal and circular connec- 
tion between the electrodes. Each recording 
was continued for about 30 minutes including 
a 3-minute period of hyperventilation. 

The EEGs were interpreted according to 
the lines set out by Lennox, Gibbs, and Gibbs 
(33. 

Two of the 25 subjects showed unmis- 
takable signs of Huntington’s chorea, which 
had not been diagnosed previously. 

One (Case 6), a 49-year-old clerk, had been 
suffering for the past 5 or 6 years from involuntary 
choreiform jerks in the head and limbs, several 
unmotivated falls, a feeling of restlessness, and 
impairment of memory. It was difficult to read 
the EEG because of numerous muscle discharges. 
The alpha rhythm, which occurred but seldom, was 
Q-11 per second. Large parts of the EEG showed 
low-voltage-fast activity ; nowhere abnormal waves. 

The other patient (Case 13) was a 36-year-old 
business man who for the past year had been 
complaining of restlessness, disturbances of sleep, 
and impairment of memory. In addition he had 
noted some difficulty in controlling the movements 
of his hands, particularly in the morning. He would 
often cut himself badly while shaving and wrote 
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with difficulty. This patient's EEG showed low- 
voltage-fast activity witheut any alpha rhythm. 
Nowhere abnormal waves. 


Thus, both patients exhibited low-voltage- 
fast activity without other signs of EEG 
abnormalities. 

The remaining 23 subjects exhibited no 
clinical symptoms. Of them 16 had com- 
pletely normal EEGs with an alpha rhythm 
ranging from 84-12 per second without ab- 
normal waves of any kind; 1 exhibited low- 
voltage-fast activity; 5 had doubtful minor 
changes in otherwise normal tracings ; 1 had 


monopolar lead a few spikes. Hyperventilation was 
followed by a few bursts of 6 per second activity 
(voltage 50 microvolts) lasting for 1 second. The 
changes were most marked in the occipital leads. 

Case 22, female, aged 28. EEG: Irregular: regu- 
lar alpha rhythm, 9-11 per second, was outstanding 
only in places. In the monopolar lead one burst 
of 6 per second activity (voltage 50 microvolts) 
lasting for 4 second. The changes 
marked in the occipital leads. 
ventilation 


were most 


No effect of hyper- 


EEG: Regular with 
an alpha rhythm of about 9 per second. In the 
bipolar as well as monopolar leads several bursts 


Case 24, female, aged 26. 


of 7-8 per second activity (voltage 25 microvolts) 
lasting for 2-5 seconds. In addition, a few abnormal 


TABLE 1 


EEG Data on 25 OrrsPRING OF PaTIENTS WITH HUNTINGTON'S CHOREA 


Case Age Sex 
I 57 male 
2 53 female 
3 53 female 
4 51 male 
5 49 male 
6 49 male 
7 45 male 
44 male 
9 42 female 
10 40 female 
i 37 female 
12 37 male 
13 30 male 
14 35 male 
15 33 female 
16 32 female 
17 32 female 
18 30 female 
19 30 male 
20 29 male 
2 290 male 
22 28 female 
23 27 male 
24 26 female 
25 22 female 


a definitely abnormal EEG. The 7 abnormal 
EeIeG cases were as follows: 


One low-voltage-fast EEG 


Case 15, female, aged 33. EEG: Low-voltage-fast 
activity. Only in places outstanding alpha rhythm 
about 9 per second. No abnormal waves. 


Five borderline EEGs 


Case 5, male, aged 49. EEG: Regular with an 
alpha rhythm of 9-11 per second. In the monopolar 
lead a few spikes (voltage 25-50 microvolts), most 
marked in the occipital and parietal leads. No effect 
of hyperventilation. 

Case 8, male, aged 44. EEG: Regular with an 
alpha rhythm of about 10 per second. In the 


Huntington's chorea 


Huntington's chorea 


Clinical signs EEG 


normal 

normal 

normal 

normal 
borderline 
low-voltage-fast 
normal 
borderline 
normal 

normal 

normal 

normal 
low-voltage-fast 
normal 
low-voltage-fast 
normal 
abnormal 
normal 

normal 

normal 

normal 
borderline 
normal 
borderline 
borderline 


random waves (voltage 25-50 microvolts). The 
changes were most marked in the right temporal 
and parietal leads. No effect of hyperventilation. 
female, aged 22. EEG: Regular with 
an alpha rhythm of about 9 per second. In the 
bipolar and monopolar leads several abnormal 7 per 
second random waves (voltage 20-50 microvolts). 
The changes were most marked in the occipital 
leads, increasing during hyperventilation. 


Case 25, 


One abnormal EEG 


Case 17, female, aged 32. EEG: Regular with 
an alpha rhythm of about 12 per second. In the 
monopolar lead a few episodic bursts of 5 per second 
activity and microvolts lasting for 4-1 
second. The changes were most marked in the 
left occipital lead. No effect of hyperventilation. 
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Discussion 


It will be seen that the result of the study 
was entirely negative, the series of 23 clini- 
cally healthy, adult offspring of patients with 
Huntington’s chorea including only one 
(Case 17) with a definitely abnormal EEG, 
and in this one case the changes were only 
moderate. In the 5 EEGs with minor changes 
of doubtful significance, the latter were usu- 
ally most marked in the occipital leads and 
not, as in the series of Patterson, Bagchi, and 
Test(2), in the frontal and motor leads. On 
the whole, the findings in the present series 
can hardly be said to differ from those among 
the average population in which small un- 
characteristic EEG changes are quite com- 
mon, particularly in the young age groups. 

It is not known how much importance may 
be attached to EEGs of the low-voltage-fast 
type. Bagchi often found this pattern among 
patients suffering from Huntington’s chorea. 
In the present series, it occurred in both the 
subjects with clinical symptoms of the dis- 
ease and in one of the healthy subjects. Low- 
voltage-fast EEGs, however, are not at all 
uncommon in completely normal persons, 
particularly when erethism and tension pre- 
vent them from relaxing during the re- 
cording. Therefore, low-voltage-fast EEGs 
cannot either be interpreted as a sign of 
Huntington’s chorea in the offspring of pa- 
tients affected with this disease. 


In other words, it is not possible to predict 
the morbidity among the offspring of patients 
with Huntington's chorea by means of EEG 
with the current technique. 


SUMMARY 


In order to study the possibility of demon- 
strating the presence of the morbid gene 
among the offspring of patients with Hunt- 
ington’s chorea by electroencephalography 
before its clinical manifestation, a total of 
25 such offspring were submitted to electro- 
encephalographic study. The examination 
revealed initial signs of Huntington’s chorea 
in 2, both of whom had electroencepha- 
lograms (EEGs) of the low-voltage-fast 
pattern. Among the 23 clinically healthy 
subjects, definite EEG changes were demon- 
strable in only one. Another one had an 
EEG of the low-voltage-fast type, and 5 ex- 
hibited minor changes of doubtful signifi- 
cance, whereas in 16 the EEGs were normal 
in every respect. The writer concludes that 
this method does not seem to be able to af- 
ford a possibility of demonstrating the pres- 
ence of the morbid gene with anything ap- 
proaching certainty. 
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PSYCHOTHERAPEUTIC PRINCIPLES IN CASEWORK INTERVIEWING ‘* 
JULES V. COLEMAN, M.D.,? New Haven, Conn. 


As the specialized interviewing method of 
social work, casework represents a unique 
achievement in the field of mental health. It 
provides the means of assisting that large 
class of persons whose emotional problems 
are the result of life situational stresses. The 
casework method 1s not merely the trans- 
plantation of procedures borrowed from psy- 
chiatry into the unfamiliar soil of a field or- 
dinarily remote from psychiatric interest, but 
a true readaptation, appropriate in content, 
method, and goals to the special 
with which it deals. 

Casework invites the interest of the psy- 
chiatrist from many points of view. It has 
widened the horizons of service to people 
with emotional distress, people who are not 
ordinarily accessible to psychiatric treatment. 
As a method of psychological treatment, it 
is of significant practical and theoretical in- 
terest to the psychotherapist. In the psychiat- 
ric clinic, and in other psychiatric settings, 
the two professions have established a close 
working relationship in which the psychia- 
trist carries medical responsibility. In such 
situations, the psychiatrist has the direct ad- 
ministrative responsibility of acquiring a 
thorough understanding of the professional 
content of social work in order to integrate 
it most usefully into the general treatment 
program. It seems to me that, in general, 
any two professions may best work together 
when they are sufficiently well acquainted 
with the theories and practices of each other 
to permit easy and free cross-interpretation. 

In this paper, I shall present my observa- 
tions of casework as I have seen it practiced 
in a variety of settings over a period of many 
years. There are sharp differences of opinion 
in social work itself as to philosophy and 
method in the practice of casework. I realize 
that my own close identification with case- 
work as co-worker and teacher tends to put 


pre ms 


* Read at the rorth annual meeting of The Ameri 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1950 

* Consultant: Bureau of Mental Hygiene, Con- 
necticut State Department of Health and Depart- 
ment of Health, Yale University. 


me in the position of a prejudiced observer. 
tiowever, I shall try to present what seems 
to me to be essential and intrinsic in the prac- 
tice of casework, particularly from the stand- 
point of the long-range interests of mental 
health programs. 

An interview is in general a purposeful, 
planned discussion, based upon a hierarchal 
relationship between two peoy le, to which 
the person in the submissive role lends his 
consent and participation. In the service pro- 
fessions, particularly, the interview is under- 
taken in the interest of the interviewee, or 
itry and social 
work that the client’s emotional resistance to 
free consent and participation has been rec- 
ognized, and it is in social work that this 
recognition has been most consistently ap- 


client. It is mainly in psych 


plied, especially in the training programs of 
the schools of social work. 

\n interview is guided by psychotherapeu- 
tic principles when its purpose is to bring 
about reality-oriented responses to unwel- 
come or conflictful situations, or attitude 
modification in the direction of more appro- 
priate or more highly adaptive behavior. A 
good deal of social work is concerned with 
purposes of this nature. The psychothera- 
peutic principles utilized in casework inter- 
viewing have gradually become more refined 
sophisticated through intensive coopera- 
tion with modern dynamic psychiatry. 

\s with other disciplines, the professional 
content of social work is determined by the 
nature of the services it offers. In general, 
one may say that social work exercises the 
function of social support of families in dis- 
tress. In its thinking, it is family-oriented 
in the way that medicine has been tradition- 
ally patient-oriented. The concept of the 
“whole patient” in medicine is paralleled by 
the concept of the “whole family” in social 
work. However, within this family refer- 
ence, the social worker attempts to help the 
individual client to meet the social and per- 
sonal problems arising out of the disturbed 
situation. 


Whether in public assistance, family serv- 
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ice, child placement, medical, school, or psy- 
chiatric social work, the social worker is 
likely to find himself offering services to 
people with every degree and kind of psy- 
chopathology. They are the deprived, the 
suspicious, the troubled, the overburdened, 
and the underprivileged; people who have 
been beset by social and health disasters, and 
have not had the economic, social, or per- 
sonal resources to tide them unaided over 
periods of crisis. 

Social work has traditionally not been con- 
cerned with the treatment of psychopathology 
as such but with the task of helping people to 
meet stress situations even in the face of 
the self-limiting and self-defeating tenden- 
cies found in many clients. It has developed 
interviewing techniques based on psycho- 
therapeutic principles in order better to ac- 
complish this traditional task. It has so com- 
pletely incorporated psychodynamic concepts 
that casework may seem at times to come 
very close to the psychotherapeutic goals of 
psychiatry. Indeed, there is a trend at pres- 
ent, in a few social work agencies, to think 
of their function as essentially therapeutic 
in a clinical sense. If this trend were to be- 
come general, it would lead to the unhappy 
result of the means replacing the end. Social 
work, having set out to offer better service to 
clients by taking into consideration the factor 
of emotional resistance, would find itself 
losing sight of its original service goals in 
order to treat the resisting factor. 

The psychiatrist is led by training to prac- 
tice treatment within the frame of reference 
of psychopathology and clinical diagnosis. 
It is hard for him to think of treatment in 
any other way. It is hard for him to think 
of his patients except in terms of their psy- 
chopathology and psychodynamics. The psy- 
chiatrist sees the neurosis before he sees the 
person. It is an inevitable and necessary bias. 
It makes it possible for the psychiatrist to 
be deeply preoccupied with the severe forms 
of mental illness. 

On the other hand, in recent years, many 
psychiatrists have become increasingly aware 
of the importance of situational anxiety, 
particularly as a somatization phenomenon, 
in all kinds of patients and in all kinds of 
medical settings, particularly in relation to 
the personal, familial, and economic threats 


of illnesses requiring long hospitalization. 
Psychiatrists with experience in the military 
services are well acquainted with the protean 
physical manifestations and the ubiquitous 
spread of the anxiety equivalents. In in- 
creasing numbers, patients with emotional 
reactions to situational crises are coming to 
the attention of psychiatrists. However, al- 
though there is a growing field of overlap 
between psychiatry and social work, the main 
lines of development of each will undoubtedly 
preserve their own traditional patterns of 
thought and their own special areas of in- 
terest. 

The social worker is trained to look for 
the reactions of a person in a situation. He 
has learned that common stress situations 
produce emotional reactions that have com- 
mon features even when there are marked 
diversities in the personalities of the people 
concerned. The social worker may thus be 
said to have a psychologically informed situ- 
ational bias. The psychological thinking of 
the social worker is not dominated by the 
psychiatrist’s psychopathological interest. It 
is rather the special ego psychology of stress 
reactions. Although there are certainly a 
good many psychiatrists who have a lively 
and sensitive appreciation of the validity and 
reality of this kind of psychological thinking, 
it is not their primary professional responsi- 
bility. Likewise, there are also social workers 
with special training and experience in the 
orientations of psychopathology and psycho- 
dynamics, but again these are not the orienta- 
tions of social work as a profession. 

Casework interviewing has its own diag- 
nostic approach, based upon the special psy- 
chology of the reactions of the person in a 
situation of stress. This may be illustrated 
by a few examples. When a patier enters a 
hospital for the treatment of a mental illness, 
the psychiatrist is primarily interested in 
establishing the clinical diagnosis in order to 
determine the indicated course of treatment. 
With the same patient, the social worker is 
interested in ascertaining the meaning to him 
and to his family of this experience of hos- 
pitalization. The social worker looks at the 
experience as a stress situation, disrupting 
the previously established life patterns of the 
patient and his family. He understands the 
deep ambivalence of the patient in facing 


il } 
l, 
il i 
h 
j 
il | 

is 

| 
i 
yf 

i- 
1- 

i 
le 
A 
th 
| 
a- 4 
al 
1e 
il, 
ne 
S- 
n- 
he 4 
by 
ial 
4 
he 3 
ed 
4 


300 PSYCHOTHERAPEUTIC PRINCIPLES IN CASEWORK INTERVIEWING 


[ Oct. 


hospitalization, and the conflicts and guilts of 
the relatives. These reactions do not depend 
on the clinical diagnosis ; they are rather at- 
tendant on the social circumstances and im- 
plications of hospitalization for a mental ill- 
ness. The importance of these reactions is 
perhaps underrated by many psychiatrists, 
but they are of central interest in the think- 
ing of the social worker. 

Another example is seen in the treatment 
procedures of the child guidance clinic. It 
has become increasingly clear that coordi- 
nated and concurrent treatment of mother 
and child is a method of high therapeu- 
tic effectiveness. It is recognized that the 
mother’s reactions to the child’s problems 
may be of crucial importance in maintaining 
the child’s symptom behavior, particularly by 
blocking the child’s spontaneous ego-integ- 
rative growth potentials. Treatment of the 
mother is now generally accepted as the pro- 
fessional responsibility of the social worker. 
The worker is treating not the psychopathol- 
ogy of the mother but her reactions to the 
difficulties with her child. Such treatment 
is often successful despite the presence of 
marked disturbances in the character struc- 
ture of the mother. 

We have a fairly good understanding of 
the reactions of a mother who is asking as- 
sistance from a child guidance clinic for the 
behavior problems of the child. The mother 
carries a burden of failure and guilt. She 
anticipates criticism and censure. She tends 
to project her sense of blame by overemplia- 
sizing the severity of the child’s problems 
and by condemning his behavior. Her ex- 
aggeration of the problem and of her own 
distress, and her efforts to justify her be- 
havior, are defenses against the fear that her 
difficulties will not be understood or appre- 
ciated, and that she will be rejected as a per- 
son and criticized as a mother, The fear of 
rejection is in turn related to a need for de- 
pendent support. Her coming for help is an 
expression of her feelings of being isolated, 
unprotected, and vulnerable. In many subtle 
and disguised ways, she will express doubts 
about treatment, and about the willingness 
and the ability of the worker to be of help. 

Diagnostically, then, the worker attempts 
to formulate the reactions of the client to 
the life situational problems that have ini- 


tiated a call for help, and to understand the 
distorted presentation of these problems un- 
der the pressures of conflicts about asking 
for help. In this biphasic diagnostic evalua- 
tion, the worker tries to visualize the striv- 
ings and disappointments, the conflicts and 
fears of the person in a threatening life situ- 
ation. What is the meaning to the client of 
the difficulties he is facing, and what does it 
mean to him to be dependent on another per- 
son for help? 

Casework treatment, like psychotherapy, is 
related to its own kind of diagnostic thinking, 
and is consistently applied in all the fields of 
casework practice. What is the meaning of 
the experience of placing a child, of adopting 
a child, of asking for public assistance? It is 
this kind of curiosity and understanding that 
guides the practice of casework. In working 
with mothers in a child guidance clinic, the 
worker will base his early activity on the 
diagnostic formulation described above. He 
will help the mother to recognize and work 
through her conflict of feelings in relation to 
the difficulties with the child as well as in 
coming for help. He will be alert to changes 
in the mother’s feelings in response to the 
child’s treatment, and to the child’s changes 
of behavior and attitude in treatment, and 
deal with them as they arise. In dther words, 
treatment in casework is based upon an on- 
going process of diagnostic evaluation. 

The themes of the psychological conflicts 
aroused by stress situations are relatively 
few, and tend to reproduce previous reac- 
tions during the developmental periods of 
childhood. The more common themes are 
the following: conflicts in relation to the de- 
pendency-hostility reactivate 
early childhood dependency crises; conflicts 
in relation to authority, which revive oedipal 
and oedipal-derived problems ; and conflicts 
which are de- 
rivatives of sibling rivalry. These conflicts 
may be neurotically elaborated as the result 
of developmental experiences, and are then 
more likely to become the concern of the 
psychiatrist. 


series, which 


in relation to group status, 


However, the neurotic person 
is also called upon to face anxiety-laden situ- 
ations that evoke his special responses of 
psychological defenses, but also the common 
situational responses. A neurotic mother may 
find herself overburdened with the problems 
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of a difficult child. A neurotic patient with 
tuberculosis may find it extremely difficult 
to face the prospect of leaving the sanitarium 
after a long period of hospitalization, and 
react with neurotic symptoms. In such in- 
stances, casework may be helpful in reliev- 
ing the situational anxieties, and this may 
very well be all that is indicated for the par- 
ticular patient. 

The mother in conflict with her child runs 
the gamut of conflict reactions. She is con- 
cerned about the opinions of her neighbors, 
i.e., about her group status, but she is also 
plagued by her own dependency needs clash- 
ing with those of the child, by fears of 
her own hostility secondarily activated or 
present from the beginning, and by conflicts 
stemming from the relationship to her own 
mother. In the course of casework treatment 
of the mother, the worker expects such con- 
flicts to emerge, to be recognized, and to be 
discussed. It is apparent here, and in all 
casework problems, that an understanding of 
the dynamics of human relations is an indis- 
pensable resource, and that progressive en- 
richment of such understanding will provide 
the worker with increasing skill and maturity 
in treatment. 

It should be emphasized that, although 
casework is based upon an understanding of 
the interpersonal, conflictual aspects of situa- 
tional crisis, it is not specialized in relation 
to the situations with which it works. The 
diagnostic acumen and interviewing skill of 
the caseworker are adaptable to all the vari- 
eties of life situations in which personal con- 
flicts develop, and in relation to which case- 
work agencies have been established. 

It may now be possible to review, on the 
basis of the foregoing comments, the psy- 
chotherapeutic principles that have been ab- 
sorbed into casework. If one follows the 
sequence of casework treatment, emphasis 
should first be placed on what may be called 
the therapeutic attitude. The caseworker’s 
approach to the client is nonjudgmental and 
noncritical as to the client’s person, his cus- 
toms or religion, his social or political be- 
liefs, his life situation or his personality. He 
respects the client’s right of self-determina- 
tion, the right to make his own decisions and 
to arrive at his own solutions, while at the 


same time respecting the realities to which 
both worker and client are equally subject. 

The casework process uses a diagnostic 
approach that is centrally concerned with 
the emotional impact of life stresses, and the 
reaction of the client to the difficulties of 
facing his problem with a professional per- 
son. It recognizes the universality of conflict 
response to the stresses of different situa- 
tions, while taking into account the indi- 
viduality of personality and the particular 
psychological defensive patterns of the indi- 
vidual. It recognizes that common situations 
produce common emotional reactions regard- 
less of character structure, as in the case of 
the client asking for financial assistance, for 
the placement of her child, for help in voca- 
tional rehabilitation, or for help in meeting 
the disruption of family living resulting from 
the long-term hospitalization of the husband. 
Analysis of such situations reveals patterns 
of anxiety and guilt that have common char- 
acteristics. 

The method of casework is the interview 
as the special experience by which the client 
obtains help for his problems. The case- 
worker is more concerned with the meaning 
of this experience to the client, and how it 
affects his ability to deal with the emotional 
reactions to his problems, than with trans- 
ference manifestations. The worker attempts 
to maintain the real quality of the relation- 
ship by identifying and discussing transfer- 
ence distortions, not as such, but as miscon- 
ceptions about treatment and the worker; 
helping the client to discuss his uneasiness in 
treatment as a real reaction to an unknown 
and threatening experience ; avoiding direc- 
tion and control, or any other procedures that 
might serve to heighten the client’s depend- 
ency needs. In dealing with the client’s ac- 
tual problems, the worker tries to help him 
understand the sources of his anxiety and 
conflict in relation to the pressure of cir- 
cumstances that causes them. 

Technically, this is done in a great many 
ways, some of which may be briefly touched 
upon here. In the first place, the client is 
given a great deal of emotional support by 
suitably timed sympathetic and_ reflective 
comments. Such support is particularly ap- 
propriate for persons facing the anxieties of 
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actual external pressures. At the same time, 
the worker helps the client identify those 
elements in the conflict that arouse anxiety, 
and to face them through verbal discussion. 
The problem of character resistance is mini- 
mized by focusing attention on current diffi- 
culties. Historical material is always brought 
into the perspective of present reality, in- 
cluding the treatment situation. Resistance 
to the situation of treatment is usually a 
problem only at the beginning, and must be 
carefully discussed in order to allow the 
client the greatest freedom in bringing out 
and working through the problems that led 
him to ask for help. 

The worker’s attitude in the interview is 
very similar to that of the psychotherapist. 
He regards statements made by the client 
as clues to the psychological realities they 
conceal. He constantly asks himself, What 
is the client trying to get at? What is he 
trying to say’ In other words, the worker 
distinguishes between the stated and the psy- 
chological reality. In psychotherapy, the 
clues point to the underlying dynamic pro- 
cess; in casework, they point past the screen 
of psychological distortion to the disturb- 
ances of feeling in situational response. 

In psychoanalytic terminology, casework 
is a method of psychological treatment con- 
cerned with the reality aspects of ego func- 
tioning. Its purpose is to stimulate the 
automatic organizational and integrational 
impulses of the ego in dealing with reality 


problems. It does so by resolving specific con- 
flict responses through interpretation with 
concurrent emotional support. In its thera- 
peutic attitude, it attempts to create an opti- 
mal transference situation, 1.¢., a positive rela- 
tionship, and to maintain it, through focus 
on current material and reality-oriented in- 
and by avoiding dependency 
stimulation. It interprets preconscious ma- 


terpretation, 


terial, helping to bring out what the client is 
trying to say but cannot make clear because 
of anxiety, and also attempts through inter- 
pretation to clear up and to allow the client 
to dispense with the presenting screen of 
distortion and misconception. 

Casework developed under the influence of 
psychoanalytic concepts. However, it has 
not remained a poorly drawn imitation of 
the original model. On the contrary, through 
a sophisticated professional adaptation of the 
borrowed material to the endogenous and 
traditional problems of social work, it has 
evolved a psychology and a psychological 
loing, it has made 


it possible to offer psychological treatment 


method, sui generis. In so « 


services to large masses of people with emo- 
tional problems, who are never reached by 
psychiatry, and never have been. This is an 
achievement of great significance in the field 
of mental health. Or, if we can think of 
psychiatry in the very broad sense, the com- 
ing of age of casework represents one of the 
important advances in the history of psy- 
chiatry. 
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A STUDY OF RESULTS IN HOSPITAL TREATMENT 
OF DRUG ADDICTIONS * 


ROBERT G. KNIGHT, M.D., anv CURTIS T. PROUT, M.D. 
White Plains, N. Y. 


Studies of results in individuals brought 
to the New York Hospital—Westchester Di- 
vision for the treatment of alcoholism have 
been reported previously. The same tech- 
nique has now been employed in an effort to 
interpret some of the important factors in 
the personalities of patients brought to this 
hospital because of the excessive and habit- 
ual use of drugs. The present study concerns 
itself with the results of the treatment and 
observations made upon 75 patients who con- 
stituted the total consecutive admissions be- 
tween January 1, 1930, and January 1, 1950, 
because of the uncontrolled use of drugs. In 
34 of these patients morphine has been the 
drug of choice, in 24 barbiturates, and in the 
remaining 17 other drugs (demerol, heroin, 
dilaudid, codeine, and benzedrine). The sta- 
tistical diagnoses were as follows: 


Without mental disorder, drug addiction, mor- 


Psychosis due to drugs and other exogenous 
Without mental disorder, drug addiction, bar- 
Psychosis due to drugs and other exogenous 
Without mental disorder, drug addiction, de- 
Without mental disorder, drug addiction, di- 
Without mental disorder, drug addiction, co- 
Without mental disorder, drug addiction, her- 
Psychosis due to drugs and other exogenous 
Psychosis due to drugs and other exogenous 
Psychosis due to drugs and other exogenous 
Psychosis due to drugs and other exogenous 
poisons, Henzedrime I 


1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1951. 

From the New York Hospital—Westchester Di- 
vision. 


Forty of the 75 patients were men and 35 
were women, and they all came from middle- 
class or better than average homes from the 
standpoint of cultural and educational ad- 
vantages. They were as a rule from families 
of average size, 5 being single children, and 
in only Ig instances were there less than 2 
siblings. A review of the preceding 2 gen- 
erations revealed a significant frequency of 
instability and maladjustment, with such fac- 
tors present on both the maternal and pa- 
ternal sides in 17 patients, 18 with one or 
more instances of instability on the paternal 
side, and still another 9 with similar difficul- 
ties on the maternal side. Such unstable 
heritage was present in 44 of the 75 patients. 

In regard to the marital status, 12 of the 
patients had remained single and 63 had mar- 
ried. Eleven of the 63 had multiple mar- 
riages, 9 had obtained divorce, 5 separation, 
2 had been widowed, and 2 had been com- 
mon-law marriages. Twenty of the 63 mar- 
riages were childless. Of those who had 
children, there was an average of 2 per 
patient. 

The patients of this group were above 
average from the standpoint of mental effi- 
ciency. The psychology department examined 
a sample group of 16 of these patients on 
admission by means of the Wechsler-Belle- 
vue and reported a mean IQ of 113, with a 
verbal IQ of 116, and a performance IQ of 
110. The subtest pattern varied in such a 
way as to create the suspicion of some or- 
ganic impairment at this first session. In 
only 5 patients were tests repeated on form I 
after 6 months, and they showed a mean 
increase of 10 full IQ points, which is sug- 
gestive but not statistically significant. Only 
2 of the group had failed to complete at 
least some part of high school work and 49 
had completed 1 to 10 years of the collegiate 
course. Only 4 reported no occupation, 49 
were in the various professions, 24 were 
housewives, 6 were in business, I was a sea- 
man, and 1 a farmer. Recorded religious 
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leanings indicated that 43 were Protestant, 
22 were Catholic, g Hebrew, and 1 Quaker. 

Constitutionally these patients were nearly 
evenly divided between the athletic, pyknic, 
and asthenic habitus with 6 described as 
dysplastic. Physical findings revealed that 
26% possessed marked scarring, or abscesses 
were still present at the sites of hypodermic 
injections. It was interesting to note that 
in 45% of the patients there were one or 
more operative or traumatic scars, 33%e were 
undernourished, 33% had poor teeth and 
oral hygiene, 20% showed tremors of the 
extremities, 53% revealed various other neu- 
rological abnormalities, 11% were hyperten- 
sive, and 71% revealed diverse other physi- 
cal abnormalities. 

In the vast majority of our 75 patients 
the use of the drug of choice had been asso- 
ciated with other drugs, and it is interesting 
to break this down in some detail. Among 
the group employing barbiturates, 80% also 
used alcohol, while only 50% of those using 
morphine also used alcohol, and 48% in the 
demerol, codeine, dilaudid group also used 
alcohol. On the contrary, go% of the mor- 
phine as well as the demerol, codeine, di- 
laudid group also used various other drugs 
along with their drug of choice, while only 
23% of the barbiturate group used any other 
reported drug. Only 15% of the morphine 
group, 12% of the demerol, codeine, dilau- 
did group, and 9% of the barbiturate group 
used neither alcohol nor any other reported 
drug. 

The average age at which these patients 
began using drugs was 37.2 years with very 
little spread in this figure among the 3 
groups. The average duration of the use of 
the drugs was 6.6 years. In the morphine 
group this was the longest with an average 
duration of 8.6 years, while the other 2 
groups averaged 5.6 years each. The average 
age upon admission was 43.8 years. 

The reasons for taking the drugs, as stated 
by the patients, may be treated generally as 
endogenous and exogenous. Such factors as 
insomnia, restlessness, physical illness, feel- 
ings of inadequacy, general maladjustment 
were mentioned 62 times. Exogenous fac- 
tors such as death in the family, divorce, 
tinancial loss, and business problems were 
mentioned 16 times. The use of drugs began 
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in connection with physical illness in 48 pa- 
tients or almost 70%. Sexual maladjustment 
was indicated as the etiological factor in 14 
of the patients. 

The personality traits of these patients 
have been carefully reviewed. As in much 
of the other material collected in the study 
these traits were so strikingly similar regard- 
less of the drug employed: that they have 
been grouped collectively. Traits generally 
considered as introverted, such as shy, self- 
conscious, insecure, reserved, etc., were noted 
18 times; those considered as extroverted, 
such as social traits, weré noted 10 times; 
close parental attachment in 26 instances and 
in 23 of these the attachment was to the 
mother. Neurotic traits such as anxiety, hy- 
pochondriasis, eating problems, obsessions, 
and compulsions were observed in 35 pa- 
tients, while 12 revealed traits commonly 
considered as psychopathic, such as gam- 
bling, temper tantrums, and behavior prob- 
lems. There was only one patient with a his- 
tory of overt homosexual practice although 
19 reported poor sexual adjustment. A his- 
tory of physical illness in earlier life was 
obtained in 26, of which 7 were suffering 
from migraine or allergy. A: review of this 
clinically observed material suggests a lim- 
ited number of marked personality devia- 
tions, with about half of the patients showing 
a varying number of features that can be 
considered neurotic. At the time of admis- 
sion g of the 75 patients revealed evidences 
of a toxic delirium in that they were suffer- 
ing from auditory and visual hallucinations, 
and 5 showed a clouding of the sensorium. 
These symptoms all cleared under treatment. 

At present no definite conclusions can be 
reported from the psychological studies. The 
implications from the results of those who 
were tested, however, are of sufficient sig- 
nificance to be reported. In addition to the 
already mentioned Wechsler-Bellevue with 
which 16 patients were tested, the Rorschach 
was given to 18 of the patients at the time 
of admission. In addition 3 of these were 
given the Rorschach twice and 4 were so 
tested 3 times at intervals of 3 months (all 
by the same psychologist). 

Ten of the 12 patients who were seen 
within the first week of admission revealed 
a sufficient organic impairment on the Ror- 
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schach to mask much of their basic person- 
ality structure. At the time it could not be 
determined if this were temporary, on the 
basis of recent drug intake, or permanent. 
This finding was considered significant, how- 
ever, in that it indicated that a psychodiag- 
nostic evaluation of drug addicts on ad- 
mission might include such a large organic 
overlay that a valid description of their per- 
sonality was precluded at that early date. 
lor that reason a plan was established for 
repeat Rorschachs at scheduled intervals. 

As suspected, the complicating organicity 
diminished on subsequent Rorschachs in a 
majority of those tested. Only 4 of the origi- 
nal 10 patients still showed organic impair- 
ment aiter 6 months of hospitalization but 
this again demonstrated the great care re- 
quired to differentiate between any so-called 
“addict personality” and organicity in re- 
search in this field. 

It is suggested from the psychological 
study that the ‘‘addict personality” is psy- 
chopathic-like and characterized first of all 
by an absence of healthy resources rather 
than by the presence of demonstrable pa- 
thology. It is a barren, ordinary, inadequate 
appearing structure although well within re- 
ality. The personality is motivated by im- 
mature drives for immediate goals and in- 
clined toward impulsive action to reach them. 
Interests, except self-interest, are shallow 
with a complete lack of concern or interest in 
other people. There is a flatness to the affect 
that may be found in simple schizophrenia 
and psychopaths with about the only distin- 
guishing feature, the presence of some ten- 
sion, anxiety, or depression in the addict. 
These are again not severe. In the men es- 
pecially some aggression was noted. This was 
usually directed toward women with a simul- 
taneously weak male identification. Whether 
there was anxiety, depression, or aggression 
present, the “addict personality” seemed to 
be distinguished by its weakness and lack of 
vitality. 

Thematic Apperception Tests were ob- 
tained from 12 of these patients and they 
filled out the Rorschach structure with the 
concomitant attitudes and values. These tests 
indicated that these patients felt insecure, 
sensitive, and inadequate but that they re- 
volted against any authority or demands 
made upon them. 


In order to determine whether such psy- 
chological studies may be of prognostic value 
a standardized psychological procedure has 
been established to be carried out on every 
patient admitted to this hospital for the 
treatment of drug addiction. The time in- 
tervals of testing have been established as 
(1) within the first week following admis- 
sion, (2) 3 months aiter admission, and (3) 
6 months after admission or at the time of 
leaving the hospital. The test battery con- 
sists of the Rorschach, Wechsler-Bellevue, 
and the Thematic Apperception Test. 

In the management and treatment of these 
patients, they were cared for in the same 
physical environment as the patients with 
psychiatric disorders of a functional nature, 
and as has been true of our patients under 
treatment for alcoholism they have soon de- 
veloped a mutual appreciation of the prob- 
lems of each other. The benefits of the 
physical resources of the hospital were com- 
bined with the medical and psychiatric thera- 
pies, with their therapeutic programs ar- 
ranged and supervised by a physician to 
whom each was assigned. At the time of 
admission each patient was thoroughly ex- 
amined physically, including laboratory and 
X-ray studies. An evaluation was made of 
the mental status and in many instances psy- 
chological studies carried out. The addiction 
drug was gradually withdrawn in 43 of the 
75 cases, abruptly in 25, with temporary 
substitution for the original drug; 7 were 
already drug free on admission for periods 
of a few days up to 2 months in I instance. 
Five of the patients using barbiturates had 
one or more convulsive seizures when with- 
drawal was too rapid. One patient whose 
major drug was codeine and another with 
demerol as the major drug also had con- 
vulsive seizures on withdrawal, but in both 
instances barbiturates had been used as asso- 
ciated drugs. Twenty-six other patients com- 
plained of fairly severe withdrawal symp- 
toms. All the patients received vitamins 
orally and 20 parenterally. Sixteen patients 
received hypertonic glucose intravenously 
and 7 patients repeated doses of 10 to 15 
units of insulin. As soon as the physical con- 
dition permitted, all the patients were entered 
upon a program consisting of physiotherapy, 
including hydrotherapy and massage, occu- 
pational therapy, supervised social activities, 
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and physical education. In psychotherapeutic 
interviews their problems were reviewed, 
their assets as well as their liabilities evalu- 
ated as were their capacities for better ad- 
justment. During the closing 4 to 6 weeks 
of hospitalization, these patients were re- 
turned to their extramural environments by 
a series of graduated visits either to the home 
or place of business or both. In some in- 
stances the patients commuted to their work 
for a few weeks while still resident in the 
hospital. Several patients took advantage of 
the opportunity to return for occasional in- 
terviews with their therapists. 

Sixty-nine of the 75 patients came to the 
hospital voluntarily and the great majority 
of these made their own petitions for certi- 
fication by the court as inebriates for a period 
of care and treatment of 6 months to a year. 
In 5 patients the pressure of mental illness 
of psychotic proportions required that they 
be admitted on regular court certification or 
a physician's certificate, as mentally ill. The 
average period of residence in the hospital 
of the 75 patients was 3.3 months. 

A follow-up study has been carried out 
and is statistically classified as follows: 


Relapsed and unimproved................. 


Died after leaving the hospital (2 suicides) .. 


Not heard from since leaving the hospital... 


The average duration of hospital residence 
of the 15 who are abstaining was 5.4 months, 
which is considerably longer than the general 
average of 3.3 months for all the patients 
studied. Furthermore, of the 15 patients 
now reported as abstinent, 1 had remained 
so for 14 years, 2 for 5 years or over, 3 for 


3 years or over, 5 for 1 year or over, and 4 
slightly under 1 year. 

Brief abstracts of the case histories of 3 
of these patients will assist in illustrating the 


above findings. 


Case 1.—A professional man was admitted at the 
age of 52 on his own petition for inebriate certifica- 
tion. He was of Irish-Catholic stock and the second 
of 3 siblings born to a hypochondriacal father and 
a mother who was subject to recurrent periods of 


inordinate depression. He was said to have always 
been quite dependent upon his mother and later, 
when he married, upon his wife. He had always 
ielt physically inferior and was prone to have 
mood swings. There were no children. Never con- 
sistently successful in the practice of his profession, 
he was assisted by his wife in the family support. 
At about the age of 30 he began to use various 
barbiturates, stating that he required them because 
of periods of depression that did not reach psychotic 
proportions and an inability to face disconcerting 
or disagreeable facts. For about 9 years prior to 
his admission he had been using chloral hydrate 
gr. xx, bromides, and alcohol to excess leading to 
3 previous hospitalizations. In the year prior to his 
admission here, he had been taking daily doses of 
seconal gr. 6, nembutal gr. 14, and elixir of pheno- 
barbital drams 24 in addition to his habitual intake 
of the preceding 9 years. 

Physical examination following admission re- 
vealed an asthenic, poorly nourished male with un- 
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steady gait. His pupils reacted poorly to light, his 
heart was enlarged, and there was a marked arcus 
senilis. He was inclined to dramatize himself, 
talked of working under tension, « 


of gradual withdrawal, parenteral vitamins, a pro- 
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and passively resistant to the treatments and in- 
sisted upon his release. He was discharged only to 
return to his former habits and his death was re- 
ported slightly over a year later, still using drugs. 

This is a case of a markedly dependent man sub- 
ject to mood swings similar to those experienced 
by his mother. His assets were almost exclusively 
intellectual and in the § months of hospitalization 
he was unable to resolve his dependency or to use 
constructively the limited assets he did possess. In 
view of the mood swings, his personality was some- 
what more pathological than most but the absence 
of healthy resources was outstanding. 

Case 2.—This 26-year-old professional man of 
southern European Catholic descent was admitted 
to this hospital on his own petition for inebriate 
certification for the treatment of an addiction to 
demerol. He was the sixth of 6 siblings born to 
a mother described as neurotic and unstable and a 
father who had died when the patient was still an 
infant. He had always been fussy over food with 
frequently recurring difficulties with his stomach. 
He had since adolescence reacted obsessively to 
dirt and body odors. He was inclined to worry and 
was at times impulsive in his behavior. He was 
such at the time of his admission. For 9 months 
prior to admission he had been taking up to 2,000 
mgm. of demerol by hypodermic injection to relieve 
gastric spasm. He was also taking seconal, up to 
18 gr. a day. 

Physical examination revealed a well-nourished 
male with no outstanding abnormal physical find- 
ings. The mental examination indicated a tense, 
whining, rebellious, critical, hypochondriacal young 
man who talked under pressure and exhibited little 
insight into any emotional factors concerning him- 
self. The psychological department reported an IQ 
(Wechsler-Bellevue) of 129, and, on the Rorschach, 
an emotionally immature man with lack of identi- 
fication with his masculine role, anxiety concerning 
heterosexuality, self-doubt and tension, suggesting 
a psychoneurotic personality. 

His treatment consisted of a gradual withdrawal 
of demerol over a period of 9 days. He complained 
of withdrawal symptoms in the nature of formica- 
tion, tremulousness, sensations of heat and cold, 
abdominal pain, and stiffness of muscles. As soon 
as his physical condition permitted, he was placed 
on a program including hydrotherapy, physical edu- 
cation, occupational therapy; and psychotherapeu- 
tic interviews were carried out throughout his 6 
months’ residence in the hospital. Particularly dur- 
ing the later months in the hospital he was receptive 
to therapy and seemed to have mobilized his re- 
sources. About a year after his discharge, he de- 
veloped organic gastric pathology, underwent sur- 
gery followed by a prolonged convalescence. About 
a year and a half after discharge, he married and 
resumed the private practice of his profession but 
became anxious and tense and began using demerol. 
He was promptly given a short period of hospitali- 
zation while the drug was again withdrawn. Shortly 
after this his wife gave birth to a baby. He re- 
sumed his practice and for a year has felt well 
without tension and anxiety and has remained ab- 
stinent. 


In this patient we found a personality with many 
psychoneurotic features. Statistically it develops 
that 12 of the 15 patients who have been reported 
as abstinent revealed a predominance of psycho- 
neurotic traits in their personality study. 

Case 3.—A 43-year-old Protestant housewife of 
Scotch-Irish descent was admitted on her own pe- 
tition for inebriate certification. She was the fourth 
of 5 children, with a father described as a stern 
disciplinarian. A feeding problem as a baby, she 
was felt by her family to be emotionally immature 
and narcissistic. Her stern father forbade dates 
until the age of 19. She graduated from high school, 
married a professional man, and has two children. 
About the age of 34 she began using morphine for 
the pain of a kidney stone, and has been taking up 
to gr. IV a day by hypodermic injection. In ad- 
dition she has been accustomed to using nembutal, 
seconal, chloral hydrate, paraldehyde, codeine, and 
demerol in amounts up to 1,500 mgm. a day. 

Admission physical examination revealed a pyknic 
woman with dilated pupils and several missing teeth. 
She was rebellious and resentful, hypochondriacal 
and jittery, and blamed her physical health and her 
husband's lack of understanding for her addiction. 
Treatment consisted of gradual withdrawal over 12 
days, using morphine, demerol, and seconal. Sup- 
portive therapy with intravenous hypertonic glucose, 
insulin, and vitamin B was employed. During 3 
months in the hospital she took part in the planned 
program of occupational therapy, physical educa- 
tion, physiotherapy, and social events. In psycho- 
therapeutic interviews an attempt was made to bring 
into focus for the patient some of her immature 
attitudes and to make constructive plans for the 
future. She remained self-centered and critical, al- 
though able to verbalize some insight, and finally 
insisted on leaving the hospital to return to her 
family. She remained abstinent during the follow- 
up period of a year, and is managing her life 
better. 

This woman was unable to capitulate and accept 
her need for prolonged treatment, but she seems to 
have achieved some stability through her experience. 
She was immature and dependent with no strong 
assets in her personality. 


These 75 patients treated between January 
1930 and January 1950 are typical represent- 
atives of the economic, social, and intellectual 
levels of all patients admitted to this hospi- 
tal. The only other condition under which 
they may be considered as selected is that 
one of the requirements for admission is a 
voluntary wish to help themselves. This was 
true in all except the 5 instances that have 
been mentioned. The fact that in 48 patients 
the initial use of drugs had been associated 
with physical illness and in most instances 
on prescription indicates a need for some 
thought and consideration as to the freedom 
with which they are employed and the dura- 
tion of their use. 
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The results of prolonged, carefully super lerable incidence of barbiturate ad 
vised and active hospital courses of therapy hp a ed difference in the 

still point to only a moderate degree of suc- 
cess in bringing about an adjusted, abstinent a ‘ ‘ 
state in these patients with drug addictions. _ port ewhat higher ratio of to w 

The clinical studies of the personalities of 2%! npared to about 4 to 1 at the Lexington 

psychological findings of an absence of patients used alcohol and barbiturates together more 

healthy personality resources. frequently than barbiturates and morphine. Ad- 

liction-prone individuals frequently can leave alco- 

: ! ilone by taking opiates or vice versa, whereas 

SUMMARY there appears to be s me mutually facilitating effect 

1. A study has been made of 75 patients 

admitted to the New York Hospital—West- ts an inability 


chester Division between January 1, 1930, 
and January 1, 1950, for the treatment of 
drug addiction. 

2. The primary drug of addiction was 
morphine in 34, barbiturates in 24, and other 
drugs such as heroin, dilaudid, codeine, and 
demerol in 17 cases. 

3. A statistical review of hereditary and 
environmental factors is presented. 

4. Methods of hospital management have 
been discussed. 

5. A plan for a standardized psychological 
survey has been presented. 

6. Follow-up studies revealed that 15 
have remained abstinent following hospitali- 
zation for I to 14 years and that, as a re- 
sult of the treatment, 12 more are managing 
better, indicating that about 36° seem to 
have been benefited. 


DISCUSSION 


Dr. Vicror H. Vocer, M. D. (Lexington, Ky.).— 
The author’s experience in the treatment of drug 
addiction parallels closely our experience at the 
U. S. Public Health Service Hospital in Lexing- 
ton, where we have seen 20,000 addicts in 16 years. 
Particularly in treatment results, which are difficult 
to evaluate for lack of valid follow-up information, 
there is close correlation. I do not share the au- 
thors’ possible apology for reporting only a mod 
erate degree of success, considering that drug ad 
diction is a chronic disease with a tendency to 
relapse. If treatment results are compared with 
those in other chronic or recurrent diseases, such 
as tuberculosis, arthritis, hypertension, diabetes, or 
cancer, results in this field are good. Furthermore, 
critics unreasonably consider as complete treatment 
failures addicts who stay off drugs for an indetermi- 
nate period but subsequently relapse. Temporary 
or periodic freedom from addiction is frequently an 
economical therapeutic result. 

The authors’ patients in general use the same 
drugs ours do, in about the same proportion, show- 


though it shows a cross-dependence and cross- 
tolerance between drugs of the opiate grou; 

The patients at Lexington apparently are some- 
what younger than the New York patients. Our 
average age until recently was about 37 years, com- 
with 44 years in New York, the age when 
patients started to take narcotics. The last year 
and a half have seen a substantial increase in the 


pared 


iber of teen-age addicts seeking treatment, which 

has driven our average age down to 26 years; al- 

though our increase in teen-age patients, great as 

it is, does not reflect the extremely great incidence 

and public 


esent study 


of addiction reported by newspa 
officials in New York. As in the 
Lexington patients show a preponderance of psy- 
choneurotics and psychopaths. I wonder if the au- 
thors, who report only one patient of overt homo- 
sexuality, uncovered all st 


r 


ich cases, since our 
experience shows a higher incidence, which one 
would expect in view of the fact that one of the 
known effects of opiate drug addiction is to reduce 
sexual activity, both heterosexual and homosexual. 
Homosexuals frequently take opiates for that rea- 
son. 

Regarding evidence of organic impairment shown 
by the Rorschach, we test our patients only after 
withdrawal, but even so apparently find evidence of 

tly than the present 
paper reports. Can it be that deterioration reported 
was more attributable to conditions such as chronic 
alcoholism rather than to other drug use? The au- 


organic impairment less frequen 


t s rightly inter that when convulsions are seen 
during withdrawal they are due to abstinence from 

irbiturates and not to the opiate drugs. The au- 
thors are fortunate that the majority of their pa- 
tients were committed, inasmuch as there is a great 
tendency among voluntary addict patients to de- 
and release prematurely against advice. About 
f of our Lexington patients are federal prisoners, 
sO Our average duration of treatment is about the 
same as in the New York study, that is, between 
3 and 4 months. The results in New York confirm 


or on over the years that the greater the 
dur f treatment up to 5 or 6 months, the 
better the results are likely to be. The authors are 


g effort to evaluate the 
results of treatment in a field where a pessimistic 


view is often taken uncritically. 


to be congratulated for their 
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CLINICAL NOTES 


EXPERIMENTAL BROMIDE INTOXICATION 


A CRITICISM 


Max Levin, M.D., New York City 


Two articles on experimental bromide in- 
toxication, one by Millikan and Paul(3) and 
the other by Jellinek et al.(1), are open to 
criticism, for, from faulty analysis of their 
evidence, the authors have arrived at con- 
clusions that minimize the dangers of this 
drug. 

Millikan and Paul gave sodium bromide 
to 36 patients on a neurological service for 
periods varying up to 60 days. The result 
was that 16 patients showed no clinical signs 
of bromism, 11 developed “bromide intoxi- 
cation”—what would better be called simple 
bromide intoxication(2)—while 9g became 
delirious. 

Millikan and Paul display a curiously nega- 
tive attitude toward the bromide psychoses. 
They ask skeptically, “Is there such a thing 
as bromide psychosis?” By this question, 
however, they do not mean to doubt that 
bromide can cause mental derangement. They 
mean only that psychoses from this drug 
cannot be distinguished clinically from those 
found in other toxemias, and so they don’t 
like the term “bromide psychosis.” They 
would prefer to speak of “toxic delirium 
due to bromide,” but since this is cumbersome 
they grudgingly use the term bromide psy- 
chosis, always employing quotation marks to 
remind you that they think there really isn’t 
“such a thing.” 

Without going into the question of whether 
bromide delirium differs clinically from other 
deliria, I submit that even if Millikan and 
Paul were right in their claim of indis- 
tinguishability it still would be wise and 
proper to speak of “bromide delirium” 
rather than “toxic delirium due to bro- 
mide.” If meningitis due to the pneumo- 
coccus is pneumococcic meningitis, delirium 
due to bromide is bromide delirium. To 
argue otherwise is more than just poor ter- 
minology; it is a weapon in the hands of 
those (and there are some) who for mer- 


cenary reasons maintain that there is no 
such thing as a bromide psychosis. Here is 
an example of the power of language to 
mislead. Millikan and Paul agree that bro- 
mide taken to excess can cause delirium ; 
they themselves have produced some ex- 
cellent cases of bromide delirium experi- 
mentally. But their unjustifiable mistrust of 
the phrase “bromide psychosis” ‘and the 
skepticism with which they ask “Is there 
such a thing as bromide psychosis?” can 
mislead one into conclusions quite at vari- 
ance with their own evidence. 

The Case of D. K.—Millikan and Paul 
make much of a case (D. K.) sent into the 
hospital as a bromide psychosis, in which, 
after recovery, they sought to reproduce the 
psychosis by giving bromide. The psychosis 
did not reappear, which proves, they say, 
that bromide could not have been its cause. 
But, as I shall show, there is doubt as to 
whether Millikan and Paul duplicated the 
original conditions of the case, and there- 
fore their exoneration of bromide is hasty 
and ill considered. 


The case is of a girl of 15 who was admitted to 
hospital in delirium with a serum bromide level of 
132 milligrams percent. Several days after she got 
well, Millikan and Paul gave her 60 grains of 
sodium bromide a day for 13 days, at the end of 
which the serum bromide level was 177—45 points 
above the admission level—but there was no return 
of delirium. They felt they had amply proved that 
the psychosis had been due to something other than 
bromide. On this point they say: “This case might 
easily have gotten into the literature as one of 
bromism, although the admission serum bromide 
level was only 132.... This case shows how easy 
it would be . . . to report 125 milligrams percent 
or lower (depending on the time at which the pa- 
tient was seen) as the level of bromide in the blood 
sufficient to cause intoxication.” 


But Millikan and Paul have overlooked 2 
possibilities that invalidate their belief that 
they duplicated the original conditions of 
the case. In the first place they have failed 
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310 CLINICAL 
to consider that the child might have stopped 
taking bromide some time prior to admission 
Since they report that “no adequate histor) 
could be obtained,” we must consider all the 
possibilities. One of them is that the bro- 
mide was stopped, let us suppose, 2 weeks 
before admission, when, we will again sup- 
pose, the serum bromide level was 300 and 
not 132. In that case, if you want to repro- 
duce the original conditions you must give 
enough bromide to attain a level of 300. 

In the second place Millikan and Paul 
have overlooked another time factor, and 
that is the length of time that a given con- 


centration of drug has been maintained. A 
poison does harm in proportion to the length 
of time it has been acting. A man may get 
drunk with impunity, but if he stays con- 
tinuously drunk long enough he will suffer. 
There are people who can tolerate a serum 
bromide level of 300 for a day, or maybe a 
few days, but who become delirious because, 
having reached that level, they maintain it 
too long. How, then, can Millikan and [a 
be sure that they duplicated the original 
conditions in the case of D. K.? The child 
came into the hospital with a serum bromide 
level of 132, but we don’t know how long 
she had maintained that level (or higher 
levels ) Maybe she had 
maintained it for a month. If so, one is not 
duplicating the original conditions when one 
gives bromide to a level of 132 (or even 
177) and then stops, for when one stops the 
bromide level will fall; having reached the 
level, one must maintain it for a month. 
Millikan and Paul may indeed have dupli- 
cated the original conditions. But, because 
of their 2 oversights, they can’t be sure they 
have. They must therefore be charged with 
having jumped the gun when they declared 


1 
ul 


before admission. 


ict. 
e not guilty of having caused D. K.’s 
de 

cond icle jelline t erred in 
Ove g the tor the dura on ota 
1 evel. He and his associates gave bro- 
mide t rt eople 1 to chronic psy- 
chotic patie 8 weeks at the most, and 
the 1 some i the ser omide 
level reached t we r 200” t signs 
of br mide in W neg igil le. 
They « le t lividuals are 
not lia to deve toxic symptoms at serum 
bromide levels between 100 and 200 mg. per 
OC 1 th it ment I Spital patients.... 
are only slightly more susceptible to bromide 
etfects at comparable levels.”” But. like Milli- 
k: ind Paul, thie have tailed consider 
that it is a question not only of what the 
br le level is, but of how long it has been 
maintain ed. People who take bromide do 

not lw VS stot 


; » after 8 weeks, and a man 
with a level of 200 who has just reached that 


level is 1 pared with one who has 


been maintai evel for m 


exoneration of levels below 200 by Jellinek 
and his associates is meaningless. __ 

It is bad to overestimate the dangers of a 
drug, but it is worse to underestimate them. 
The articles of Millikan and Paul and of 
Jellinek and his associates are mischievous 
in so far as they may mislead the reader into 
doubting or minimizing an established fact, 
namely, that 


1 mental 
derangement. 


bromide can cause 
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COMMENT 


TERMINOLOGY 


In the last preceding issue of the JouRNAL 
appeared an article by Bowman and Rose 
dealing with the terms “psychosis,” “psy- 
choneurosis,” and “neurosis.” This paper 
was read at the annual meeting of the Ameri- 
can Psychiatric Association in May of the 
present year. Editorial comment upon it was 
postponed to this number of the JouRNAL 
with the intent of continuing to draw atten- 
tion to the importance of the authors’ thesis. 

The proposal of Bowman and Rose that 
the terms quoted above have outlived their 
usefulness and should be dropped from the 
psychiatric vocabulary may seem to many 
physicians not only revolutionary but funda- 
mentally disturbing, so entrenched have these 
terms become in common usage. In psy- 
chiatric discussions we repeat them daily, 
parrot-like, as if they could be taken for 
granted as representing ultimate facts. In 
doing so we forget that nature did not coin 
these words, that they were invented by man 
to represent rather superficial clinical obser- 
vations. We forget too not only that nature 
abhors a vacuum but also that nature has no 
predilection for sharply defined boundary 
lines. 

An extreme advocate of metes and bounds 
in psychiatric diagnosis was Yellowlees, who 
wished to raise a nosological wall between 
neurosis and psychosis. ‘“‘Neurotics, gener- 
ally speaking, are made, not born . . . . psy- 
chotics are born, not made.” Insight, accord- 
ing to Yellowlees, is the test by which to 
distinguish neurosis from psychosis (Lancet, 
Editorial, Aug. 19, 1939). In the same edi- 
torial by way of contrast Symonds is quoted: 
“There is in my view no essential difference 
between a neurosis and a psychosis except 
that of degree.” And Mapother and Lewis: 
“The distinction between neurosis and psy- 
chosis is at times convenient, but without 
substance.” 

The British Medical Journal in an editorial 
(Mar. 27, 1943) seeks to get down to cases 
with the following definition: “A psycho- 
neurosis in the strict sense of the term only 


exists when the individual makes use of the 
symptoms of physiological disturbances 
[neurosis] in a social way, either to disguise 
from himself that he is afraid or to escape 
from the dangerous situation.” 

We may profitably turn back to two papers 
by Myerson on “Neuroses and Neuropsy- 
choses” (Am, J. Psychiat., Sept. 1936 and 
Jan. 1938) in which he endeavored to show, 
and succeeded in doing so, “that the neuroses 
span the bridge between what is convention- 
ally called the normal mental states and cer- 
tain psychotic states.” He demonstrated by 
means of a case history “the transition from 
neurosis to psychosis and back again to 
neurosis,” in another patient a progression 
from hypochondriasis to a psychosis diag- 
nosed as dementia praecox, which in turn 
gave place to a neurotic state, a third case in 
which a typical depression “passed imper- 
ceptibly from the stage of psychosis into that 
of neurosis” that continued as a chronic dis- 
ability. In another patient the succession or 
association of symptoms showed that “the 
boundary between neurosis and psychosis is 
entirely artificial.” 

On the basis of many comparable obser- 
vations Myerson concluded: “To the ques- 
tion which comes up whether the term 
‘psychosis’ has any important value for 
psychiatry at the present time, the logical 
answer seems to me to be—No.” 

The inconsistency in the use of psychiatric 
terms with built-in meanings comes strikingly 
to the front in the administration of general 
hospitals that lack psychiatric services. They 
may permit the admission of a nervous or 
“neurotic” patient but refuse admission to 
the “psychotic.” Here the discrimination 
may be based entirely on the apparent mild- 
ness or severity, i.c., conspicuousness, of the 
symptoms. Thus a mild depression that by 
textbook definition is strictly a psychosis 
gains admission under the label “neurosis” 
to the hospital that supposedly rules out 
“mental” patients. 
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Many of the clinical data that speak against 
upholding the arbitrary boundary lines be- 
tween mental conditions that for the time 
being have been called functional, and in 
particular between, “neuroses” and ‘“‘psy- 
choses,” were reviewed by the writer in a 
contribution to the Proceedings of the Inter- 
State Postgraduate Medical Assembly of 
North America (1935). To express various 
symptom groups certain adjectives may still 
be useful, such as “neurotic,” “affective,” 
“schizoid,” “paranoid,” etc. But these terms 
have only relative diagnostic value dependent 
on the pureness or preponderance or con- 
tinuance of the symptom pictures those ad- 
jectives stand for. But the term “‘psychosis”’ 
or “psychotic” (a bowdlerized substitute for 
the old word “insane”’) is not only useless 
but directly misleading. Strictly speaking a 


psychosis is any psychic process or condi- 
tion, while in psychiatric usage it has come 
to mean a morbid psychic state. But a psy- 
choneurosis is a morbid psychic state and 
therefore a psychosis. Thus the latter term 
simply means any disordered mental state 
of whatever type or degree of severity and 


can have no specific or differential diagnostic 
significance. Why then should this word 
continue to clutter our overcrowded psychi- 
atric vocabulary 

We can hardly disagree with Bowman and 
Rose that “the limitations of our scientific 
understanding in the field of psychiatry are 
nowhere more evident than in our use of 
diagnostic labels that are vague and am- 
biguous in meaning and have lit 
to the actual clinical conditic 


tle reference 
ms that they 


purport to describe. 
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NEWS AND NOTES 


First INTERNATIONAL OF NEU- 
ROPATHOLOGY.—The Congress will take place 
in September 1952 in Rome, the first of its 
kind. President of the Congress is Dr. Mario 
Gozzano of Rome, and there are also five 
Honorary Presidents: Dr. U. Cerletti (Italy), 
Dr. J. C. Greenfield (United Kingdom), Dr. 
G. B. Hassin (United States), Dr. L. Lher- 
mitte (France), and Dr. O. Vogt (Ger- 
many). Dr. Armando Ferraro of New York 
City is Secretary General. 

The program will last six days, beginning 
on September 8. Topics chosen at the pre- 
liminary meeting of the chairmen of the 
various national committees (Paris, May 30 
and 31, 1951) include pathology of demye- 
linating diseases, of vascular diseases, in 
schizophrenia, of mental deficiencies, and of 
senility. Special histopathologic and _histo- 
chemical techniques will be demonstrated. 

Neuropathologists, neurologists, psychia- 
trists, and pathologists are cordially invited 
to attend. The registration fee for active 
membership in the Congress will be $15.00. 
For additional information write to the 
chairman of the United States national com- 
mittee, Dr. Joseph H. Globus, 960 Park 
Avenue, New York City. 


ResearcH Awarp ANNOUNCED.—The 
National Association for Mental Health, 
Inc., announces an award of $1,000 for the 
best report of clinical research that will ad- 
vance our knowledge and understanding of 
adolescents and of the ways in which we can 
help them in their social and emotional ad- 
justment. Entries will be due on June 30, 
1952, and the prize will be awarded in Feb- 
ruary 1953. 

The Award Committee consists of Dr. 
George E. Gardner, chairman; Dr. Abraham 
Z. Barhash, Dr. Othilda Krug, Dr. Fredrick 
C. Redlich, and Dr. Exie E. Welsch. 

For particulars as to eligibility, type of 
report, etc., write to the National Associa- 
tion for Mental Health, 1790 Broadway, 
New York 10. 


ITALIAN ASSOCIATION OF PsYCHIATRY.— 
This Association is holding its 24th meeting 


in Taormina (Sicilia) from September 29 to 
October 3, 1951. The program is divided 
into two parts, lectures on psychosurgery and 
on the modern technique of psychopatho- 
logical research in the adult and develop- 
mental periods. Trips to Catania, Etna, 
Siracuse, Messina, and Reggio Calabria will 
be included in the program. 

Frencu Psycuiatrist Henri Ey 
MontreaLt.—The Board of Directors of the 
Prevost Sanatorium, Cartierville, Quebec, 
announces that Dr. Henri Ey, psychiatrist- 
in-chief of the Bonneval Psychiatric Hos- 
pital of Bonneval, France, and an authorita- 
tive exponent of today’s psychiatric trends 
in France, will deliver in the month of Oc- 
tober a series of 12 lectures on general topics 
related to psychiatry. 

These lectures will be given at the Prevost 
Sanatorium as listed below: 

Oct. 3. Psychiatry and the evolution of medical 
sciences. 

Oct. 5. Doctrinal trends of today’s psychiatry. 

Oct. 8. Organo-dynamic conception of psychia- 
try. 

‘Oct. 10, Evolution of ideas on schizophrenia. 

Oct. 12. The thought and personality of the 
schizophrenic. 

Oct. 15. “Primary delusional experiences.” 

Oct. 17. Chronic delusional organizations. 

Oct. 19. The neuroses. 

Oct. 22. Pathological anxiety. 

Oct. 24. Hysteria and psychosomatic medicine. 

Oct. 26. The theoretical and practical problems 
of psychoanalysis. 

Oct. 29. Necessity and limitations of psycho- 
therapy. 

Off-schedule lectures: Oct. 11, Psychiatry and 
morals. Oct. 18, French psychiatry of the 2oth 
century. 

Physicians wishing to attend the lectures 
should write to the Sanatorium Prevost, 4455 
Gouin Boulevard West, Cartierville, Quebec. 
An interpreter will be present. 


JouRNALOF CLINICAL AND EXPERIMENTAL 
PsyCHOPATHOLOGY.—Volume 12 of this 
quarterly has been designated as the van 
Ophuijsen Memorial Volume. The first 
number, January-March, 1951, contains a 
eulogy delivered at Dr. van Ophuijsen’s 
funeral, a brief sketch of his life, and his 
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portrait. This outstanding psychiatrist died 
in 1950, the same year in which he was named 
director of the Creedmoor Institute for Psy- 
chobiologic Studies and editor of the journal 
that now honors him by this volume. 

The leading article in this issue is con- 
cerned with the endocrinologic orientation to 
psychiatric disorders; it is in six parts, the 
first of which is a contribution by Dr. van 
Ophuijsen introducing the subject. The re- 
maining parts deal with histamine and sex 
steroid biochemotherapy, results of this 
therapy in schizophrenics, the pathogenesis 
of certain psychiatric disorders, and somato- 
logic perspectives in psychiatric research. 
Dr. Arthur M. Sackler is editor-in-chief of 
the journal; Dr. Felix Marti Ibafiez is in- 
ternational editor. 


Deatu oF Dr. Lucten Bovet.—As the 
result of an automobile accident Dr. Lucien 
Bovet died in the cantonal hospital in Geneva 
July 23, 1951, Madame Bovet having also 
met her death in this accident. In Dr. Bovet’s 
death Switzerland has lost one of her most 
brilliant psychiatrists, a member of the medi- 
cal faculty at the University of Lausanne, 
and consultant of the World Health Organi- 
zation. He had interested himself particu- 
larly in child psychiatry and juvenile de- 
linquency. Dr. Bovet’s remarkable work on 
the psychiatric aspects of juvenile delin- 
quency was completed this year under the 
auspices of W. H. O., a review of which will 
shortly appear in this JOURNAL. 


Tue Steer Cure IN THE U.S.S.R.— 
Médecine et Hygiéne (Aug. 15, 1951) gives 
some details of the sleep cure currently in 
extensive use in the U.S.S.R. Authors re- 
porting this technique insist that the state 
induced is a normal sleep and not a narcosis, 
different thus in their view from methods 
utilized in French-speaking countries. In 
further contrast the hypnotic effect is ex- 
tended to 20 or 25 days as compared to 5 to 
> days in France. Barbiturates and allied 
drugs are used together with “means of 
conditioning” such as the rhythmic sounds 
of a metronome. It is stated that an approxi- 
mately physiological sleep of 18 to 20 hours 
a day is produced. 


NEWS AND NOTES 


[ Oct. 

While in France narcotherapy is used only 
in severe conditions such as acute manic or 
refractory anxiety states it is employed in 
the U.S.S.R. in a much broader field includ- 
ing many ordinary psychosomatic conditions 
such as gastric or duodenal ulcer, hyperten- 
sion and other vascular affections, neuralgias, 
causalgias, etc. 

These new theories will deserve attention, 
but as the reporter in Médecine et Hygiéne 
remarks, “It would be necessary to verify the 
results reported by the Russian school.” 

MassACHUSETTS SEMINAR IN NEUROLOGY 
AND I’sycHIatTry.—A review course in basic 
neurology and psychiatry under the auspices 
of the Metropolitan State Hospital and the 
Psychiatric Training Faculty of Massachu- 
setts, Inc., will take place at the Metropolitan 
State Hospital every Monday (2-8: 30 p.m.) 
from October 1, 1951 to December 3, 1951, 
and from March 3, 1952, to May 5, 1952. 
Dr. William C. Gaebler is superintendent of 
the Hospital. 

CENTRAL NEUROPSYCHIATRIC ASSOCIA- 
TION.—This group will meet in Minneapolis 
and St. Paul, October 19 and 20, 1951, with 
headquarters in the Hotel Nicollet, Minne- 
apolis. The Minnesota Society of Neurology 
and Psychiatry is host to the Association. 

NAVAL War CoLiece.—lIn a new one-to- 
three-years course of Advanced Study in 
Strategy and Sea Power, now being offered 
at the Naval War College at Newport, R. I., 
there is incorporated a stress on the social 
sciences. A number of political scientists, 
sociologists, psychologists, and related schol- 
ars will be invited.to the War College to 
give short, intensive seminars. 

Dr. OverHotser Honorep.—Dr. Win- 
fred Overholser has been named Chevalier 
in the French National Order of the Legion 
of Honor for “services rendered to the prog- 
ress of medical science in the field of psy- 
chiatry and for his outstanding contribution 
to international scientific cooperation.” Dr. 
Overholser served as Vice-President of the 
First World Congress of Psychiatry held in 
Paris in September 1950. 
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BOOK REVIEWS 


Stupies IN Preyupice. (New York, Harper & 
3rothers, 1949-1950.) 5 Vos: (1) REHEARSAL 
ror Destruction, by Paul Massing. $4.00. 
PropHets oF Deceit, by Leo Lowenthal and 
Norbert Guterman. $2.50. (3) DYNAMICS OF 
Preyupice, by Bruno Bettetheim and Morris 
Janowitz. $3.50. (4) ANTI-SEMITISM AND EMo- 
TIONAL Disorper, by Nathan W. Ackerman 
and Marie Jahoda. $2.50. (5) THe AUTHORI- 
TARIAN PERSONALITY, by T. W. Adorno, Else 
Frenkel-Brunswik, Daniel J. Levinson, and 
R. Nevitt Sanford. $7.50. 


Five volumes in the Studies in Prejudice series 
sponsored by the American Jewish Committee ap- 
peared in the course of 1949 and 1950. This project 
represents a significant contribution to the social 
sciences and has important implications for psy- 
chiatry. The underlying research has been ex- 
ecuted by teams of sociologists, psychologists, and 
psychiatrists, obviously experts in their fields. The 
emphasis in these early publications rests for the 
most part on individual dynamics, the question of 
group dynamics being reserved for later investiga- 
tions. 

The manner in which anti-Semitic attitudes can 
be nurtured and manipulated for political purposes 
is exemplified in the history of Germany. In Re- 
hearsal for Destruction, Dr. Massing traces the 
movement from 1869 to 1914, as it waxed and waned 
with socioeconomic and political cycles, from initial 
emancipation of the Jews in 1869 through recurrent 
waves of anti-Semitism, to spurious quiescence in 
the era preceding World War I. Here, in the course 
of 4 decades, the terrain was cultivated and the 
seed planted for the totalitarian garden of Nazism. 
Gains were achieved by the Jews at a time of eco- 
nomic and national buoyancy. They were lost dur- 
ing periods of depression and national calamity 
when it was easy to play upon the apprehensions 
of groups, to provide them with a scapegoat, and 
to embellish the racial myth. In Germany the most 
implacable enemies of the Jews proved to be mem- 
bers of higher-educated classes, urban rather than 
rural groups. The periods when such prejudice 
was at its height coincided with the manipulation of 
racist feelings by interested cliques—political, re- 
ligious, and professional. In Germany the forces that 
bred and used anti-Semitism were stronger and 
resistance to them was weaker than obtained in 
England and France. Amidst unprecedented in- 
dustrial, technical, and scientific advances, Germany 
retained whole blocks of the precapitalist, basically 
feudal social structure, its institutions and its 
thoughts. This made difficult the development of 
a bourgeois society patterned in the liberal tradition, 
capable of taking power and wielding it intelligently. 
Elements of reaction and elements of social re- 
bellion fashioned the dual role of anti-Semitism as 
a political tool and a confused expression of social 


protest. The explosive potentialities of this duality 
have been inscribed on the pages of history. 

In Prophets of Deceit, an effort is made to iden- 
tify the social and psychological strains of agitation 
by means of isolating and describing its fundamental 
themes, techniques, and appeals. The authors show 
the extraordinary consistency of the output of re- 
cent American demagogues, regarded by most 
people as “crackpots,” and suggest that the con- 
ventional image of the agitator is not a true por- 
trait. Because the agitator works upon unconscious 
mechanisms, he has a potential effectiveness upon 
American society that cannot be disregarded. He 
manipulates his audience by activating their most 
primitive and inchoate reactions to the present so- 
cial order. Taking advantage of the weaknesses 
of that order, he intensifies his listeners’ sense of 
bewilderment and helplessness, evokes the specter of 
innumerable dangerous enemies, and whips up ag- 
gressive and retaliatory drives. The mechanisms 
by which he translates uncertain feeling into specific 
belief and action are discussed and exemplified in 
this book. This is a timely and important exposé. 

Anti-Semitism and Emotional Disorder incorpo- 
rates an interesting application of psychoanalytic 
theory to social phenomena. It is based on a hetero- 
geneous series of 40 patients subjected to intensive 
psychotherapy. They were selected because of defi- 
nite evidence of anti-Semitism. Though personality 
disturbances varied widely, these patients had much 
in common. Their symptoms were vague and rela- 
tively amorphous. They complained of insecurity, 
loneliness, etc., but showed no genuine depression. 
The background was one of anxiety, confusion of 
the concept of self, unsatisfactory interpersonal re- 
lations, fear of but urge toward nonconformity, 
impaired reality adaptation, and lack of any consis- 
tent value system or well-developed conscience. 
These factors were dynamically interrelated within 
the personality and the soil for their emergence 
could be found at an early age—in an atmosphere 
of hostility in the home, with parental coolness and 
discord and rejection of the child by one or both 
parents. Suffering from loneliness and emptiness, 
these individuals tended to reject themselves, to 
envy others, and to build up defense mechanisms of 
which anti-Semitism is one. Anti-Semitism is not 
only a psychological phenomenon, it is a social mani- 
festation, the apanage of social anxiety emanating 
in part from the intense economic and social com- 
petitiveness of society. The Jew serves as a cul- 
turally provided projection screen. Anti-Semitism 
is thus a symptom of social illness, to be attacked 
not in isolation but in connection with other social 
ills to which it is related. 

In Dynamics of Prejudice, the anxieties and atti- 
tudes toward minority groups were studied via in- 
tensive informal interviews in a cross section of the 
younger male urban population, i.e, a sample of 
veterans living in a large American city. Approxi- 
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mately 60% of the total group displayed some 
measure of intolerance toward Jews and over 90% 
displayed anti-Negro attitudes. Certain factors 
seemed to be important determinants of intoleran 
One of these involved subjective feelings of de- 
privation, insecurity, and not belonging, dating bac! 
to the early years of life. Another was the “social 
mobility” of the individual, mostly a downward 
course but sometimes even a stationary position or 
an exceedingly rapid rise. The authors suspect that 
intolerance becomes a more serious problem when 
large groups become downwardly mobile owing to 
changes in the structure of society. The individual’s 
evaluation of his economic past and future corre- 
lates statistically with tolerance and intolerance 
optimism with the former, fearfulness with the 
latter. Also correlated with tolerance is stability 
in religious and political affiliations together with 
acceptance of institutional demands and other phe- 
nomena closely related to the individual's relative 
control over his instinctual tendencies. This study 
points up the complexity of the problem of racial 
intolerance, in origin neither purely psychological 
nor purely social but serving as one outlet for hos- 
tility. Minority groups will continue thus to serve 
as long as personality structures remain poorly 
integrated, first because of upbringing and later 
because of the tension created by economic inse- 
curity and frustration. 


The Authoritarian Personality is a weighty tome 
of more than 1,000 pages. A great amount of co- 
operative research went into its making. On the 
premise that a correlation exists between personality 
traits and the phenomenon of prejudice, the con- 
tributors developed at the questionnaire level ob- 
jective tests of “ethnocentrism” (racial and in-group 
bias), politico-economic attitudes, antidemocratic 
tendencies, fascist potentialities, etc. They checked 
and amplified their findings with clinical data pro- 
cured in individual interviews, various projective 
tests, and observations on specific groups, amon: 
them psychiatric patients and a prison sampling. 
There emerges from this research evidence of the 
existence of an authoritarian personality, environ- 
mentally and culturally determined. This personality 
combines the ideas and skills of a highly indus- 
trialized society with irrational or antirational be 
liefs. The authoritarian is both enlightened and 
superstitious, individualistic yet fearful of noncon- 
formity. He is ambivalent toward power and au- 
thority, and his reaction patterns are alike in a 
great variety of areas ranging from family and sex 
adjustment and relationships to people in general, 
to religion and social and political ideologies. Anti- 
Semitism and antidemocratic trends correlate sig- 
nificantly with a psychological background in which 
the parent-child relationship has been basically au- 
thoritarian and exploitive. Social adjustment is 
achieved only by the expedient of subordination and 
obedience. In the psychodynamics of the authori- 
tarian character, part of the subject’s aggressiveness 
is absorbed and turned into masochism, and part is 
left over as sadism, which seeks an outlet in those 
with whom the subject does not identify. Stereo 
typy, heavily libidinized, is typical of the authori 
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tarian, as are deep compulsive character traits. 
Conventionality, 1 lity, repressive denial, and the 
ensuing breakthrough of weakness, fear, and de- 
pendency are other aspects of the same fundamental 
patter 

In this series, important 


he problem of mi- 


intolerance, indeed 
of totalitarian movements themselves, has been ac- 
complished by the contributors. In the light of their 
findings, it is easier to comprehend the futility of 
rational argument and the need for getting at etio- 
logical factors that lie in the cultural atmosphere of 


dern societies and the deep psychological con- 


ts of individuals and groups. 
M ARY B Ta 
Science Library, Institute of Liv 

Hartford, Conn. 


VALUES AND Personatity: An Existential Psy- 


Verner Wolff, Ph. D 


chology of Crisis. By | 
(New York: Grt . 


$4.75.) 


Reading Werner Wolff's Values and Personality 


one is reminded of the yokel’s conundrum that runs: 
“What is it that swims in water, hangs on the wall 
and is painted green?” The answer is—a herring. 


ou are supposed to inquire, “Why painted green?” 
“Oh, that’s to make it harder.” 
1 Personality is “An 
tential Psychology of Crisis,” and the eristen- 
tial part seems to serve no other purpose but “to 
make it harder.” Of course the author is persuaded 
that he has created a new psychology, distinguished 
from and superior to both experimental and depth 
(Freud But in effect he has only 
“painted the herring green.” The blurb on the 
jacket, written presumably with Wolff’s knowledge 
and consent, affirms that “existential psychology in- 
terprets the data in terms of this unique pattern or 
value system, whereas the various analytic concepts 
put all human manifestations into a straight jacket.” 
In the text proper, Wolff repeatedly reiterates these 
pretensions. 


and the answer is 
btitl 


ubtitle of Values 


i¢ > 


an) psychology. 


“Experimental psychology focuses upon man’s 
conscious behavior and depth psychology upon 
man’s unconscious behavior, both attempting to 
recognize static response patterns; both deal with 
the outer and the inner world as stimuli which are 
given by heredity or acquired from the environment 
Existential psychology does not focus so much upon 
man’s behavior as upon the intent, attempting to 
recognize the forces that have a dynamic influence 


upon his response. 


These forces are transforming 
of view of 
existential psychology the world is not given, nor 
is the world acquired; the world is created by the 
individual” (pp. 32, 33). 

The indictment against both experimental psy- 


and creative agents. From the poin 


chology and depth psychology is fallacious, and the 
alleged distinction of “existential psychology” is 
hetitious Actually Wolff appears to have appro- 


priated, not always with full competence, certain 


basic concepts common to dynamic psychiatry, and 
to have obfuscated them by adding wherever pos- 
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sible the word existential. The sentence, “Any ex- 
istential behavior is determined by an existential 
experience which has a causal and a teleological 
effect at the same time,” gains in significance and 
clarity when the term existential is eliminated. In 
the appended glossary the author attempts to remint 
the common coin of the psychiatric realm. In the 
stead of attitude, conflict, crisis, dream, neurosis, 
and the like, he would have us think and talk of 
existential attitude, existential conflict, existential 
crisis, etc. And what does existential basically 
mean? “That which challenges our existence” 
(p. 213). But there is nothing useful in the appen- 
dage existential. It does not add, but detracts from 
meaning and significance. “We may call neurosis 
an existential story, because the problem of ex- 
istence is its ‘leitmotif,’” writes the author (p. 13). 
But then when was it otherwise with the neurosis? 

In his attempts to be novel, the author entangles 
himself, and his reader, in a plethora of words. 
Here is a typical example: 


“Thus, for existential psychology the difference 
between causal and teleological disappears in the 
existential response and the difference between 
body and mind disappears in existential mani- 
festation. In other words, existential behavior is 
determined simultaneously by causal-teleological 
processes and is manifest simultaneously in psy- 
chosomatic unity.” 


It was said of the Germans that they had ideas 
for which they had no words. It would seem that 
the opposite is also possible. 

The exposition of existential psychology forms 
the first part of the book. It is rounded off with a 
Mosaic decalogue entitled, “Man’s Ethical Postu- 
lates.” Interestingly enough, the author gives ex- 
actly ten existential postulates. 

Possibly the best statement on the author's thesis 
is to be found in the simple sentence (p. 17), “Ex- 
istential psychology deals with the creative act and 
the goal toward which the individual is moving.” 
In this statement we recognize at once the familiar 
emphases of Adolf Meyer and Paul Schilder: the 
creative act and the goal. Interestingly enough, 
neither Meyer nor Schilder is mentioned by Wolff 
and only one of Schilder’s contributions is listed in 
the Bibliography. Adolf Meyer is conspicuous by 
his absence. 

Iaco Gatpston, M.D., 
New York City. 


A To Psycutiatric Books witH SUGGESTED 
Basic ReapinG List. By Karl A. Menninger, 
M.D. and George Devereux, Ph.D. (New 
York: Grune and Stratton, 1950. Price: $3.50.) 


Whoever picks an All-American team or tries to 
list the 10 best dressed women is going to attract a 
lot of criticism. It is with commendable courage, 
therefore, that Dr. Menninger and Dr. Devereux 
now offer this two-part work, which must be unique 
in the annals of psychiatry. The first part lists 
some 1,200 book titles grouped in such categories 
as philosophy of science, psychopathology, anthro- 


pology, military psychiatry, personology et cetera. 
Then comes a list “of books which the psychiatric 
resident should read during his three years of 
training.” This includes 76 titles. With alternative 
selections removed, there are still 52 fat volumes 
to be covered. The resident who survives this 
literary diet will be a well-rounded man. He will 
have read, no doubt from cover to cover, texts on 
nursing, hospital administration, criminology, an- 
thropology, art, religion, personology, industrial 
management, and clinical psychiatry. 

The “guide” that comprises the first part of this 
book is heavily weighted with titles on ancillary 
sciences and techniques. It is a treasury of impor- 
tant bound works in our specialty and in a dozen 
related disciplines. Because of the rapid obsoles- 
cence of bound books, the compilers plan to pro- 
vide frequent new editions. It seems unlikely that 
these revisions can ever keep pace with the expand- 
ing frontiers of psychiatry. Most of us will prefer 
to rely on journals for the day-by-day intellectual 
fuel needed to keep us in step. This book offers no 
citations to the periodical literature, so that it 
provides essentially a skeleton on which to erect 
the body of psychiatric knowledge. The superstruc- 
ture comes only from the journal literature. This 
necessarily limits the value of this otherwise amaz- 
ing and well-classified compendium of psychiatric 
books. It will, however, be a life-saver for any 
doctor who has responsibility for the training and 
teaching of psychiatrists. 

Henry A. Davinson, M.D., 
VETERANS ADMINISTRATION, 
Washington, D. C. 


Cuivpren’s Apperception Test (C. A. T.). By 
Leopold and Sonya S. Bellak. (New York: 
C. P. S. Company, 1949.) 


It is gratifying to know that now, in addition to 
Murray’s T. A. T. for adults and Symond’s Pic- 
ture-Story tests for adolescents, we also have a pro- 
jective technique that may be applied to the age- 
group of 3 to 10. Unlike its forerunners, however, 
the C. A. T. employs the use of animal pictures in 
contrast to pictures of humans on the assumption 
that animals might be preferred identification fig- 
ures for children of this age. 

The C. A. T. consists of 10 pictures of animals 
in various situations. It is to be used with children 
of both sexes, the responses being recorded verba- 
tim and later analyzed according to the principles 
laid down for other projective techniques. An ac- 
companying pamphlet describes the history of the 
C. A. T., the nature, purpose, and administration 
of the test, typical responses, interpretations of the 
stories, an analysis sheet, and lastly some samples 
of responses. 

The C. A. T. was designed to facilitate under- 
standing of a child’s relationship to his most im- 
portant figures and drives. The pictures were de- 
signed in the hope of eliciting responses in relation 
to feeding problems, sibling rivalry, the attitude to- 
ward parental figures, the child’s relationship to 
the parents as a couple, fantasies around aggression, 
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acceptances by the adult world, toilet behavior, and 
the child's methods of handling his problems of 
growth. 

The Bellaks believe that the C. A. T. may be 
clinically useful in determining the dynamic factors 
related to a child's reactions in a group or to events 
at home. It may be profitable in the hands of psy- 
chiatrists, psychologists, social workers, and teachers 
as well as psychologically trained pediatricians. 

Good rapport is extremely important in the ad- 
ministration of the C. A. T. Whenever possible, it 
should be presented as a game, not as a test. Al- 
though encouragement may be necessary, one must 
avoid being suggestive in one’s prompting. 

The interpretation is facilitated by the use of 
the C. A. T. blank and analysis sheet. This in- 
cludes 10 variables: the main theme, the main hero 
(or heroine), attitudes to parental figures, family 
roles, figures or objects or external circumstances 
introduced, objects or figures omitted, nature of 
anxieties, significant conflicts, punishment for crime, 
and outcome. 

The above statements are based on approximately 
100 records of children between the ages of 3 and 
10. The Bellaks have released these pictures in the 
hope that the work and publications of other in- 
vestigators will contribute additional data. They 
furthermore express a strong desire to cooperate 
with those users of the C. A. T. who may wish to 
appraise them of their findings and suggestions. 

The C. A. T. is well on its way toward finding 
for itself an important role in the field of projective 
techniques in child psychiatry. It may be well to 
point out, however, that, since it is a projective 
technique, its value in this field is directly propor- 
tional to the ability of the individual attempting its 
interpretation. When such limitations are recog- 
nized, the C. A. T. may be used to good advantage. 

Hersert HERMAN, M.D., 
The Children’s Psychiatric Service, 


The Johns Hopkins Hospital 


Neurosis AND Psycuosts. By Beulah Chamber- 
lain Bosselman. (Springfield, Ill: Chas C 
Thomas, 1950. Price: $5.50.) 


The aim of this slim volume is to give the stu- 
dent a general orientation in the field of psychiatry. 
Following a brief discussion on the nature of symp- 
toms each of the major types of personality dis- 
orders is considered in terms of symptomatology, 
prognosis, treatment and psychodynamics. The sec- 
tions on psychodynamics that attempt to explain 
the development and significance of the symptoms 
to the patient are perhaps of most value in ac- 
quainting the student with the modern approach to 
emotional disorders. Illustrative case material fur- 
ther accents the relationship between the patient's 
personality and his symptoms. A short list of sup- 
plementary readings is appended to the discussion 
of each illness entity. 

The brevity and conciseness of the volume tend to 
result in a didactic and in many ways an oversimpli- 
fied approach to psychiatry. While this is an aid 
to the beginner in his initial survey of the field it 


may also mislead him. However, if the student is 
aware of this pitfall “Neurosis and Psychosis” will 
prove helpful in giving him a general orientation 
in psychiatry. 
W. D. Voornees, Jr., M.D. 
Payne Whitney Psychiatric Clinic, 
New York City. 


PsycHosomatic Mevicine—Its PRINCIPLES AND 
APPLICATIONS. By Frans Alexander, M.D. 
(New York: W. W. Norton & Company, Inc., 
1950. Price: $4.00.) 


This is the latest contribution by Dr. Alexander 
to that old-new branch of medicine that he, among 
has popularized under the name “psycho- 
somatic medicine.” It is old in that it stresses the 
multiple etiology of all disorders that doctors treat, 
and the great importance of the emotional factors. 
Psychiatrists have been emphasizing those points for 
years. The new part of it is the significance given 
to the “dynamic configuration” in which the emo- 
tional factors appear to be understood, of course, 
only through skilled psychoanalytic investigation, 
rather than to the external personality make-up and 
life situation that anyone might describe. “The true 
psychosomatic correlations are between emotional 
constellations and vegetative responses.” 

This book, like his preceding one, is very well 
written, and makes interesting reading. It is ex- 
tremely engaging to follow the way in which he ar- 
rives at his specific correlations, such as the follow- 
ing: Asthma is a suffocated cry for the mother; 
peptic ulcer is the organic change following a frus- 
trated longing to be fed by the mother; diarrhea is 
a means of making restitution (by giving the valued 
feces) for having been dependent, and constipation 
is a withholding of the gift because one cannot 
depend on others; arthritis results when one’s 
method of expressing hostility through benevolent 
tyranny is blocked; thyrotoxicosis occurs when an 
enforced premature striving for self-sufficiency 
meets with failure; hypertension is related to the 
inhibition of aggressive hostile impulses. 

There is a tendency for us all to feel that, once 
etiology is known, successful treatment is immedi- 
ately possible. It is that popular fallacy that makes 
me somewhat defensive toward this book, for no 
nonpsychoanalytic physician can himself use its facts 
directly, no matter how true they may be, but the 
laymen who read books of this kind will want us to 
do so. Taken as a contribution to the theory of 
etiology, this work has great value, and would be 
interesting for doctors to read in their medical jour- 
nals. Furthermore, I am sure it is also a contribu- 
tion to therapy valuable to practicing psychoana- 
lysts, for they may by the book be given insights 
that help them to direct the insight-seeking of a 
patient. But neither the asthma patient nor his 
doctor is helped, right now, by knowing that the 
patient got that way by retaining a powerful wish 
» be cuddled in his mother’s arms. 

E. J. ALEXANpER, M. D., 
Henry Ford Hospital, 
Detroit, Mich. 
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PsycHotocy AND MENTAL HeattTH—A CONTRIBU- 
TION TO DEVELOPMENTAL Psycuo By J. A. 
Hadfield. (London: George Allen and Unwin, 
Ltd.; New York: Macmillan, 1950. Price: 


This entertainingly written and somewhat popu- 
larized consideration of the psychoneuroses and be- 
havior disorders is a comprehensive study of not 
only the clinical manifestations but also the dynam- 
ics and the conflicts involved. The classification of 
the psychoneuroses is divided logically, if somewhat 
unusually, into conversion hysteria, psychosomatic 
disorders, anxiety states, sex perversions, obses- 
sions, and personality disorders. The behavior dis- 
orders are considered separately. 

The introductory portion of the book deals with 
the scope of mental health and the sources of be- 
havior, evaluating such factors as the aims of mental 
hygiene, central organization and dispositions, re- 
flexes, consciousness, types of character traits, the 
biological estimation of the psychoneuroses, and the 
general etiology of the psychoneuroses. 

The clinical section considers the various psycho- 
neuroses in detail as to causes, types, symptoms, 
purposes, and treatment. Illustrative case material 
is used frequently. The chapters on the psychoso- 
matic disorders, hysteria, and the obsessiona! neu- 
roses are especially edifying. The general tone of 
interpretation is strongly analytical, although other 
methods of approach are discussed briefly. The au- 
thor apparently prefers the direct reductive analysis 
rather than the more orthodox method of analysis 
by transference. He accepts, in the main, the Freud- 
ian use of free association and explanation of the 
mental processes found in the psychoneuroses, such 
as conflict, repression, and projection. He differs in 
his conclusions regarding the psychopathology of the 
the transference, using dreams only as a second line 
of interpretation, preferring to discover the actual 
incidents and experiences, especially in early child- 
hood. 

The author’s style is lucid and easily understood 
and many of the premises are thought-provoking 
and somewhat at variance with other productions in 
this field. 

L. S. Wuireneap, M.D., 
Henry Ford Hospital, 
Detroit, Mich. 


GestaLt Psycuo.tocy. By David Katz, translated 
by Robert Tyson. (New York: Ronald Press, 
1950. Price: $3.00.) 


This book was first published in a Swedish edition 
in 1942. The author, while he takes occasional ex- 
ception to the theoretical positions of other Gestalt 
writers including Wertheimer, Koffka, and Koeh- 
ler, offers in this volume a condensed but in gen- 
eral very clear and comprehensive statement of the 
principles of Gestalt psychology. Numerous illus- 
trations take advantage of the fact that the chief 
field of application of Gestalt principles is in visual 
perception and that this field lends itself to visual 
demonstration. Chief emphasis is on the general law 
of pregnance, which Koffka had stated: “Psycho- 


logical organization will always be as good as the 
controlling circumstances permit.” In this statement 
“good” includes such characteristics as regularity, 
symmetry, inclusiveness, unity, harmony, maximal 
simplicity and conciseness.” Gestalt psychology in 
these terms is clearly a continental development and 
contrasts sharply with the British and American tra- 
dition, which puts the emphasis on determining how 
such end products as regularity, symmetry, inclu- 
siveness, unity, and the like are attained. Sherring- 
ton, Haldane, Cannon, and others have attempted to 
discover the mechanisms by which constant states 
are maintained and both British and American psy- 
chologists have attempted to describe how experi- 
ence operates to bring about such end results as 
insight and problem solution. This volume by Katz 
brings out clearly the concentration of Gestalt psy- 
chologists on the end results of experience, with no 
concern over the problem how these results are 
achieved. A very short chapter on medical psy- 
chology (3 pages) describes, for instance, the tend- 
ency in hemianopsia to establish a new functional 
center of vision. How experience can bring this 
about is an issue not raised. 
E. R. Guturie, Pu. D., 
University of Washington, 
Seattle, Wash. 


Tue Cuirr’s Epce: Soncs or a Psycnotic. By 
Eithne Tabor. (New York: Sheed and Ward, 
1950. ) 


This is an interesting book for two reasons: the 
circumstances of its writing and subject and the 
contents of the book itself. 

From the point of view of pure poetry, the 
writing is good. There is a strong emotional tone 
expressed in vivid phrases and much suggestion of 
torment and struggle in the individual poems, which 
have unusual freedom and vitality. 

From the psychiatric point of view, the material 
is not unusual, except for two facts. It has a 
rhythm control and an organization not character- 
istic of the psychotic. From a distance and by tele- 
diagnosis, I would suggest that the individual was 
not psychotic but more on the hysterical side, be- 
cause the poems are too clear, too unconfused, and 
contain an awareness and insight that of them- 
selves are a denial of the essence of “psychosis.” 

For that reason, I would question the advisability 
of the subtitle “Songs of a Psychotic’ and would 
suggest that if these poems ever go into a second 
edition (as they might) it would be well to call 
them simply “The Cliff’s Edge.” 

Merritt Moore, M.D., 
Boston, Mass. 


Tueory oF Menta Tests. By H. Gulliksen. (New 
York: John Wiley & Sons, 1950. Price: $6.00.) 


For the neophyte in the field of tests and measure- 
ments the title of this volume may prove mislead- 
ing. The sophisticated test-oriented psychologist 
will find that this book affords excellent insights 
into those considerations that influence the con- 
struction of psychological tests. 
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The 21 chapters develop in a logical sequence the 
theoretical and practical problems that arise, and 
should be solved, in test construction. For example, 
in the second chapter, “Basic Equations Derived 
from a Definition of Random Error,” there is a 
skillful translation of the qualitative aspects of test 
theory into statistical language and a subsequent 
retranslation ot these numeration concepts into En 
lish that adds considerably to the understanding of 
the ideas in this chapter. Other chapters writte: 
in a similar vein study the errors of measurement, 
issues concerned with test length and its effects o1 
mean and variance, on reliability, and validity. An 
interestingly valuable feature of the book is the 
subject matter for Chapter 21, “Item Analysis.’ 
This section is especially important for test con- 
structors and teachers of courses in test and meas- 
urement theory. 

The author not only assumes but states quit: 
frankly and early that his reader must have a basic 
working knowledge of algebra and the use of loga- 
rithmic concepts, be familiar with analytical geome- 
try, and be able to deal with elementary statistical 
techniques before going far into the volume. How- 
ever, these are briefly reviewed in an appendix to 
refresh the reader. Other fine addenda (of use to 
the reader and classroom instructor) are the many 
problems covering the material in each chapter and 
the appended answers. Sample examination ques- 
tions in test theory for use at the beginning, during, 
and upon completion of the course indicate the car« 
with which this volume was written for practical 
application. 

The author’s background equips him well for this 
task. One must agree with him when he writes: 
“Although this book is written primarily for those 
working in test development, it is interesting to 
note that the techniques presented here are applica- 
ble in many fields other than test construction. Many 
of the difficulties that have been encountered and 
solved in the testing field also confront workers in 
other areas such as measurement of attitudes and 
opinions, appraisal of personality, and clinical diag- 
nosis.” This volume is recommended for an ad- 
vanced and graduate course in test theory and/or 
construction, 


M. Aten, Pu. D., 
Department of Psychology, 
University of Miami 


EVIEWS [ Oct. 
SEXUAL Fear. By Edwin W. Hirsch, B.S., M.D. 
(Garden City, N. Y.: Garden City Publishing 

Dr 1] ec} i ttend g ur ] ¢ the Enele- 
1 Chicago and the aut r { “The 
Power to Love Modern Sex | and “Pro- 
state Gland Disorder.” In his introductions to “Sex- 
ear’ he says, “My clinical studies have given 
the opportunity of observing the benefits which 


crue from counteracting sexual fear. By explain- 


ing the origin, nature, and action of sexual fear, 


t enigma of sexual incompeten owing to fear 
nay be clarified. Teaching the patient to train 


his sexual function in an atmosphere of 
confidence is the simplest way to eradicate the ar- 


sting influence of the sexual fear bogey.” 

“Sexual Fear” has 290 pages of text, an adequate 
bibliography and index. The first 110 pages are de- 
voted to sexual beliefs and practices in ancient 
Babylonia, Egypt, Israel, Greece, and Rome. His 


rical notations are informative and appear to 
be accurate but he gives no clue as to their source. 

Following this historical secti a chapter on 
“The Sexual Revolution,” which is an account of 
the invasion of Italy by Charles VIII of France and 
the infection of his army with syphilis. This episode 
is noted as the beginning of a public recognition of 
syphilis and of the attempts of physicians to treat 
the disease. 

The remainder of the book deals largely with 
“the emotion of sexual fear” and concludes with a 
hapter on “Treatment of Sexual Fear by Psy- 
homatics.” The author gives a definition of the 
new term. “Psychomatic is.a term which’ I have 
coined to designate my system of investigating and 
correcting disordered sexual function in which the 
element of sexual fear is dominant. The word ‘psy- 
chomatic’ refers not only to the mind, body, and 
environment of man but also to the influences out- 


ide of the self as well as within the self by which 
man is subject to change.” 

Dr. Hirsch does not tell us who his preferred 
readers might be but his language suggests that he 
is addressing the general public. His remarks do 


not disclose psychiatric training but they appear to 
be those of a physician who has had considerable 
practical experience in dealing with psychosexual 
problems 


Georce W. Henry, M.D., 


Greenwich, Conn. 
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NAVAL MEDICAL CENTER, BETHESDA, MD. 
OFFICE OF PAUL CRET, ARCHITECTS. 


MENTAL WARDS IN THIS BUILDING EQUIPPED WITH 
TRULOCK DETENTION SCREEN GUARDS 


or Hospital 
and Sanitarium 


WINDOWS AND PORCHES 


The Trulock Safety Screen Guard 
is a modern window guard— 


THE PIONEER IN ITS FIELD. 


It offers greater security than that 
provided by the heavy wire grilles 
and bars used heretofore in mental 
hospitals. 


It eliminates the bad psychological 
effect of barred windows, as it has 
the appearance and utility of a resi- 
dential screen. 


Installations may be made with 
equal security in old or new buildings. 


It eliminates the use of insect 
screens and its maintenance cost is 
extremely low. 


Catalogues and Full Information Furnished 
Upon Request. 


USTRAL 


SALES CORPORATION 


101 Park Ave., New York, N. Y. 
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Internationally Endorsed by Psychiatrists 


REITER 
ELECTROSTIMULATORS 


The Reiter Electrostimulators provide therapeutic 
effect by means of specific LOW CURRENTS. 


MODEL CW46) 


for entire range of convulsive therapy 


Using unidirectional currents, the Reiter Electrostimulators 

have been developed to produce a soft, smooth-appearing and 

feeling convulsion with from 3 to 20 milliamperes as re- 

quired by the individual patient. All undesirable side effects 

of the convulsion are greatly minimized, avoiding memory 
. defect, physical thrust, apnea, ete. A single attendant is 

adequate. 

OTHER MODELS 
MODEL CW47 
jor nonconvulsive prolonged stimulative therapy 


for combined convulsive therapy and stimulative therapy 
jor stimulative therapy and respiratory problems as in barbiturate coma 


MODEL RCW 
for prolonged deep coma therapy 
MODEL VA 


for stimulative therapy and respiratory problems as in barbiturate coma 
(Designed specially for General Hospital respiratory problems) 


ALL MODELS EQUIPPED WITH 
SPECIAL ELECTRODES WHICH REQUIRE NO JELLY 


Each model housed in a handsome, portable walnut cabinet which is 
reasonably lightweight. Operated from ordinary house current of 
115 volts AC. Each model fully supplied with appropriate electrodes 


Write for Descriptive Literature. 


REUBEN REITER. Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N. Y. 
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Chamberlin Detention Screens provide humane, 
foolproof detention and important savings for 
your institution—whether you are planning an 


all-new building or a modernization program. 


Chamberlin Detention Screens admit light 
and air, provide bright, cheerful area free of 
depressing bars and grilles . . . actually help 
speed recovery. They resist usual forcing, pick- 
ing, prying by patient. They absorb shock blows, 
protect’ patients from  self-damage. They stop 


pass-in objects. 


Other savings, too 


Chamberlin Detention Screens serve and save, 
too, in these additional proved ways: They keep 
litter in, therefore reduce grounds maintenance 


cost. They stop glass breakage. They double as 


\ 4 efhcient insect screens. They clean easily, need 
One handy kev opens jamproof, pickproof locks from inside litthe maintenance, last indefinitely. 
Modern institutions turn to ae Chamberlin, a leading producer of institu- 


CHAMBERLIN 


CHAMBERLIN COMPANY OF AMERICA 


tional screens, offers important advantages in 


the products themselves, in engineering assist- 


ance, and in installation and. service. Write 


For modern detention methods today for more specific information on Cham- 


CHAMBERLIN COMPANY of AMERICA say 


Special Products Division 
1254 LA BROSSE ST. . DETROIT 32, MICHIGAN 


Chamberlin Institutional Services 
Metal Weather Strips, All-Metal 


also include Rock Wool Insulation, Storm Windows, and Insect Screens 
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Three of the 945 new Fenestra Psychiatric Package Windows in Philadelphia State Hospital, Byberry, Pa. 


Architect. H. L. Shay, Philadelphia. 


Contractor; Wark & Co., Philadelphia 


New Protection for Mental Patients 


with 4 iw | Faychiatiic, Package Window ! 


No wonder physicians are talking about 
the new Fenestra* Psychiatric Unit! No 
locks or bars .. . no cage-like look! Flush 
installation inside ... no ledge to climb 
on, Operator handle easily adjusts the 
smooth-swinging vents... then slips out 
for concealment. 

In one convenient package, you get this 
good-looking steel psychiatric window, 
sleek metal casing, your choice of 4 types 
of inside screens, smooth-working oper- 
ator with removable, bronze adjuster 
handle. 

Metal casing takes: (1) Detention 
Screen with built-in shock absorbers— 
and double-crimped mesh of galva- 
nized steel wire with tensile strength 
of 150,000 Ibs. per sq. in.! (2) Protec- 
tion Screen (similar, but without shock 
absorbers), or (3) Safety Screen (screen 


cloth is less heavy) or (4) Insect Screen. 

Fenestra Steel Windows provide lots of 
daylight and controlled ventilation. Easy 
to operate. Weathertight—double contact 
all around vents. Easy to clean from 
inside. Bonderized and prime-painted 
Firesafe. 

Now Available — 
Fenestra Hot-Dip Galvanized Windows 


No painting! No maintenance worries! 
Special galvanizing and Bonderizing done 
in Fenestra’s own new plant. Special tanks, 
special controls—everything geared to give 
you the most permanent windows made. 
See the new Psychiatric Package Units. 
Call your Fenestra Sales Engineer (listed 
in your phone book). Or write to Detroit 
Steel Products Company, Dept. AJ-10, 
2276 East Grand Blvd., Detroit 11, Mich. 
*® 


SEND FOR YOUR FREE BOOK ON HOW FENESTRA HOT-DIP GALVANIZING MAKES FENESTRA STEEL WINDOWS STAY NEW 


Tenestr WINDOWS PANELS - DOORS 


engineered to cut the waste out of building 
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MODERN NEUROLOGY 
requires dependable diagnosis 


MEDCRAFT Model D 
Electroencephalograph 


Requires no shielded rooms 
All components plug into position 
No B batteries 


Write for specifications and prices 


Model B-24 
Shock Therapy Unit 


Glissando Control — adjustable 
timing and voltage — 
light weight and rugged. 


XIII 


REAR VIEW — Showing 
accessibility of components 


Representatives in principal cities 


MEDCRAFT ELECTRONIC CORP. 
_ 41-41 Twenty-fourth Street 
Island City 
Stillwell 6-5584 
Sales & Service 
Boston Baltimore Chicago . 


New Orleans 


Pittsburgh Birmingham San Francisco San Antonio 
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“URGENT” 


This office would like to obtain by 
purchase or by gift copies of the 
January 1886, July 1887, October 
1888, and the February 1950 issues 
of the AMERICAN JOURNAL OF 
PSYCHIATRY, which are missing 
from our files. Please notify Mr. 
Austin M. Davies; Room 412, RKO 
Building, 1270 Avenue of the Amer- 
icas, New York 20, New York, if you 
know of the availability of these 
issues 


Garceau Electroencephalographs 


— Used in — 
Argentina - Brazil - Chile - 
Guatemala - Peru - Cuba - Co- 
jombia - Mexico Canada - Cey- 
— a lon - iceland - Natal - France - 
italy - Belgium - Czechoslovakia 
€ - Hungary - Poland - Trieste - 
Portugal - Spain - India - Aus- 
tralia - U.S.S.R. New Zealand 
SS - Uruguay - Orange Free State - 
Junior Garceau EEG Union of South Africa - Indochina 
Dimensions - Turkey - Switzerland - Malta - 

1821229 in 


Holland - Panama - 
Venezuela - England 
- and in 40 States of 
the U.S.A. 


NO BATTERIES 


A.C. OPERATED 


INKLESS 
WRITING 


REQUIRE NO 
SHIELDING 


SHIPPED READY 
TO RUN 


PROMPT 
DELIVERY 


j Eight channel Garceau EEG 
Write for tMereture Dimensions: 26 x 19 x 40 in. 


ELECTRO-MEDICAL LABORATORY, INC. 
SOUTH WOODSTOCK, VERMONT 


Pioneer manufacturers of the electroencephalograph 


Announcing Courses in 


1951-1952 


of the 


AMERICAN INSTITUTE 
FOR PSYCHOANALYSIS 


KAREN HORNEY, M.D., Dean 


Psychiatry and Psychoanalysis 
Readings in Freud 

The Works of Karen Horney 

Theory of Neurosis * 

Clinical Conferences on Case Histories 
Introduction to Psychoanalytic Technique 
Continuous Case Seminar * 

Clinical Conferences * 

The Psychoanalytic Process * 

The Meaning of Dreams * 

Neuroses and Psychoses 

Psychoanalytic Study of Case Histories 
Moral Alternatives in Our Time 

Sex in Neurosis 

Culture and Neurosis 


The Neurotic Patient in General Practice 


* Advanced courses open only to candidates in training 


For information regarding requirements for admission, 
tuition, loan fellowships and curriculum, write to the 
Registrar Miss Janet Frey, American Institute for 
Psychoanalysis, 220 West 98th Street, New York 25, 
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For Electronic Equipment to meet ‘your needs 
FIRST WITH PROVEN 


GLISSANDO TREATMENT 


IN ELECTRO-SHOCK THERAPY EQUIPMENT 


MODEL 302-G 


MODEL 160-G 


PORTABLE UNIT PORTABLE UNIT 
$250.00 $395.00 


As illustrated complete As illustrated complete 
with electrodes with electrodes 


® Reduces severity of convulsion 
® Reduces chance for fracture 


Glissando in Lektra Lab's Electro-Shock Therapy Equipment is 
the gradual increase of current from zero to the value set for 
Conventional shock. There is a separate timing switch that runs 
from .4 second to 2 seconds. When turned on, current rises slowly 
for the time interval set. At the end of the interval, the Conven- 
tional automatically takes over and the shock duration for the 
Conventional is added to the Glissando. Selective Automatic 
Glissando has already been proven to reduce severity of con- 
vulsion, reduce chance for fracture, and to give a much smoother 
treatment to the patient. 


Write for free literature 


154 Eleventh Avenue New York 11, N. Y. 


Vanufacturers Develope 24 of Cle 
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Pheeneral administration of Luminal Sodium promptly tones down nervous sys- 


tem excitement. Whether manifested as convulsions, psychic agitation, or perni- 
cious vomiting, nervous overactivity is controlled profoundly and for prolonged 
periods with Luminal Sodium in adult doses of from 2 to 5 grains. 


LUMINAL SODIUM is supplied in... 

Hypodermic tablets of 65 mg. (1 grain), bottles of 50 and 500, for subcuta- 
neous of intramuscular injection; 

Powder, ampuls cf 0.13 Gm. and 0.32 Gm. (2 grains and 5 grains), boxes of 


5, 25 and 100, for subcutaneous, intramuscular and (exceptionally) 
intravenous injection; 


Solution in propylene glycol, ampuls of 2 cc. (0.32 Gm. «5 grains), boxes of 
5 and 100, for intramuscular injection only 


Serrated ampuls. The constricted neck of Luminal Sodium powder 
ampuls is serrated for easy and clean opening. In making the file cut 
only moderate pressure is required. 


LUMINAL SODIUM 
The Board yf 


BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


Luminal, trademark reg. U. S. & Canada Wea / 


New Yorn, NOY Sta Owr 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Four distinct units making satisfactory placements pos- 
sible for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 

@ Registered Nurses @ \lusic 

@® Pre-vocational training @ Ranch for older boys 
@ Teachers with degrees ® Home for older girls 
@ All academic subjects @ Fireproof building 

@ Year round program @ Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
ERNESTINE B. BLACKWELL, Pu.D., 
Psychological and Educational Director 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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BIOGRAPHICAL DIRECTORY OF FELLOWS AND MEMBERS 
OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


We are happy to announce that the second edition of the Biographical 
Directory of the American Psychiatric Association, containing the biographi- 
cal sketches of 5276 Members and Fellows, is now available. 


The value of this Directory to members, hospitals, clinics, libraries, medi- 
cal societies and social service agencies is evidenced by the fact that the 
first edition, published in 1940, was completely sold out. 


The Directory is arranged alphabetically and includes the name, address, 
vear and place of birth, graduation, internship, post-graduate training, 
previous professional and teaching experience, present hospital and medical 
school appointments, certification by the American Board of Psychiatry and 
Neurology, and membership in societies. References are also made to re- 
search, papers, and books published; and a geographical listing for refer- 
ence purposes appears in the appendix. 


The Directory contains approximately 900 pages, format size 6” x 9”, 
is bound in washable cloth, and is stamped in silver. The price is $12.00. 


If you have not already ordered your copy, please do so promptly, as the 
supply is limited. 


AMERICAN PSYCHIATRIC ASSOCIATION, 
Room 412, 1270 Avenue of the Americas, 
New York City. 


Gentlemen: 


Enclosed is my remittance (check or money order) in the amount of 
$12.00, for which please send me the new Biographical Directory. 


States and Hospitals that require authorized 
invoices, please follow usual procedure. 
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Founded 1879 ROGERS 
RING SANATORIUM MEMORIAL 


Eight miles from Boston at an 


elevation of 400 feet SANIT ARIUM 


For the study, care and treatment of 
emotional, mental, personality and habit OCONOMOWOC, WISCONSIN 
disorders. 

Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country.environment, and 
Cottage accommodations meet varied in- the facilities for modern methods of 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 


All recognized psychiatric therapies are 
used as indicated. 


therapy of the psychoneuroses, psy- 
chosomatie disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and _ recrea- 
BENJAMIN Simon, M.D. tional activities directed by trained 


Director personnel. 
Cuarces E. Wuire, M. D. 
Louts Brenner, M.D. Owen C. CrLark, M.D 
Wittiam R. M.D. Medical Director 
Associates 


CHARLES H. FEeaster, M. D 


Consultants in all Specialties Grorce H. Loueman, M.D. 


Arlington Heights, Francie W. Russe!! 
Massachusetts Executwe Secretary HELEN MAINZ, R.N, 
Telephone AR 5-0081 Director of Nurses 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
HERBERT A. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7347 
Member American Hospital Ass'n and Central Neuropsychiatric Hospital Ass'n 
— Approved by The American College of Surgeons — 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
N.Y.C. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Alien Brett, M.A. 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 AVENUE OF THE AMERICAS, Room 412 Date 
New York 20, New York 
Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 
Print 


ADDRESS 
SIGNATURE 


Subscription $10.00 a year or by the Volume. Foreign Postage $1.00 extra (New Volume began 
July 1950) 


BALDPATE, INC. VALLEY HEAD 
Georgetown, Mass. HOSP ITAL, 


Geo. 2131—Boston Office Be.-2-3911 CONCORD, MASSACHUSETTS 


ere For the treatment of psychoneuroses, al- 
coholism, mild mental disorders, and 
chronic diseases. Pleasant pastoral set- 


For the treatment of psychoneu- ting near historic Concord. Accepted 


roses, personality disorders, psychoses, modern therapies used. Complete occu- 
alcoholism and drug addiction. pational and recreational facilities avail- 
able including outdoor swimming pool 

Psychotherapy is the basis of treat- and tennis court. 


as shoc 
ment; other methods such as k S. Gacnon, M.D., Superintendent 


pte J. P. THornton, M.D., 
used when indicated. Consultant in Neuropsychiatry 


therapy, malaria and fever box are 


Occupation under a trained ther- R. Morratt, M.D., Psychiatrist 


apist, diversions and outdoor activi- Post Office Address—Box 151, 
ties. Concord, Mass. 
Telephone—Concord, Mass. 1600 
G. M. Scuiomer, M.D., Medical Director Brochure Upon Request 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Med:cal Director [ Neu 
) Vv H elike 
ERNESTINE SOKOL, M.D. 
FRANK V. ABBOTT, M.D. J 
MISS MARY R. CLASS, R.N., Director of Nurses rhe Institutional Atmosphere 
MR. T. P. PROUT, JR., President the H } es A 
7 
ELECTRIC SHOCK THERAPY OCCUPATIONAI M 
INSULIN THERAPY THERAPY ve 
PSYCHOTHERAPY DIETETICS 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY) ESTABLISHED 1902 


HIGHLAND HOSPITAL, INC. 


Founded in 1904 
Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a sixty- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 
Psychiatry 
Associate Director 
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HIGH POINT HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


High Point Hospital has as its chief aim the application of analytically oriented 
psychotherapy to every patient admitted. With this in mind, the attempt will be 
made to select from among prospective patients those who appear to be amenable to 
therapy based upon psychological insight. Psychotherapy will be given by the Direc- 
tor and an attending staff of psyvchoanalytically trained Psychiatrists, and the resident 
physicians who treat patients will be in the process of acquiring psychoanalytic train- 
Other modes of therapy—occupational therapy, hydrotherapy, the shock thera- 
will be consistently regarded as auxiliary to the principle objective of psycho- 
therapy. These aims stem from our belief that most nervous and mental illnesses 
evolve from disturbed interpersonal relationships, and that the healing process 


requires their investigation and repair. 


ing 
pies 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


SILVERBERG, M.D., F.A.P.A STEPHEN P. JEWETT, M.D 


WILLIAM V 
Chief Consultant in Clinical Psychiatry 


Chief Consultant in Psychotherapy 


Attending Psychotherapists 

DANIEL GOLDSTEIN, M.D., F.A.P.A 
STEPHEN KEMPSTER, M.D 

SIMON NAGLER, M.D 

MERVYN SCHACHT, M.D 


I. WM. BRILL, M.D. 
LEONARD FRANK, M.D 
SYLVIA GENNIS, M.D. 
LEONARD GOLD, M.D., F-A.P.A 


LEATRICE 8S. SCHACHT, B.S., M.A CONSTANCE FRIED, R.N., M.A 


Psychologist Director of Nursing 


School Calendar Fall semester Parents’ Day November 19, 20, 21, Christmas Program 


tor children 


WITH EDUCATIONAL, EMOTIONAL OR SPEECH PROBLEMS 


The school programs are directed by an excellent staff of teachers 
in special education; a speech therapist, recreational and occupa- 
tional therapists; a clinical psychologist, and the school psychiatrist. 
A training center in special education for student teachers at the 
University of Michigan. Daily conferences attended by all teachers, 
therapists and the school psychiatrist. 

Complete reports sent to referring physician at end of each term. 
Licensed by the Department of Public Instruction. 


Registered by the A.M.A. Member American Hospital Association. 


The Ann Arbor Schoo 


For catalog and information address Tne Recistrar, 1700 Broadway, Ann Arbor, Michigan 
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HALL-BROOKE 


\ modern psychiatric hospital in a 


non-institutional setting 


recticut) 


Dynamically-oriented psychother- 


apy 
Electro-coma 
Insulin full coma 


Occ upational and Recreational 
therapy 


120 acre estate in Fairfield County 
Tactful segregation of psychotic, 


aleohol and addiction cases and 


psychoneurotic patients in sepa- 


rate buildings. 
Tasteful Colonial decor 

: 
> 
RATES 

Begin at 885 All private rooms 

i Write or telephone for full information 


Heme F. Jones, Business Manager Georce K. Pratrr. M. D.. Medical Director 


New York City Office: 133 East S&th Street 


Plaza 5-2570 


Thursdavs: 2.5 lock 


HALL-BROOKE 


Greens Farms (Westport), Connecticut 


Phone: Westport 2-5105 


Only one hour from New York. Easily accessible from any part of Connecticut. 
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FOXHOLLOW SCHOOL 
Rhinebeck, New York 
“Special School” 


Twenty-five years ago I founded a _ special 
school known as The Spruces for the treatment, 
adjustment and training of so-called nervous and 
problem children, This school was an outgrowth 
of my experience in starting the Child Guidance 
Clinic Movement under the National Committee 
of Mental Hygiene, and the Commonwealth 
Fund. At that time an urgent need was felt for 
a school that provided understanding guidance, 
adjustment and training of youngsters who 
could not fit into the home and school environ- 
ment, but needed a special school. This school, 
over the years, has become a well organized 
unit. Some seven years ago, I purchased from 
Vincent Astor the Foxhollow estate, former 
home of his brother, John Jacob Astor, Jr., and 
moved our Spruces children to that place, chang 
ing the name of the school to The Foxhollow 
School. We now have a very fine environment 
on an estate of some six hundred acres, pro- 
viding for all the needs of youngsters of this 
type 


THE ANDERSON SCHOOL 
Staatsburg, New York 


Regents accredited college preparatory Senior 
and Junior High School, Elementary School, and 
two-year post graduate course 


The Anderson School had an entirely different 
origin, coming from psychiatric work in indus- 
try; not clinical work, but a study of personnel 
problems. More particularly, The Anderson 
School was an outgrowth of my work in select- 
ing, placing, and guiding in the training of 
college graduates who were taken on in execu- 
tive training for executive jobs. Here I was 
struck with the tremendous lot of failures 
amongst so-called educated young people. My 
work here showed the need for a broader con- 
cept of education, emphasis on educating the 
emotional life and the socialization of the indi- 
vidual, as well as his academic training; in 
short, personality education. This is just what 
The Anderson School does. The Anderson School 
is a good “prep” school, fully accredited by the 
Board: of Regents; but it emphasizes a much 
wider concept of student training than is con- 
ceived of in present-day education—educating 
the student as a person. 


For further information address V. V. ANpDERSON, M.D. 
THE ANDERSON SCHOOL 


STAATSBURG-ON-Hupson, NEW YORK 


TELEPHONE: STAATSBURG 3571 


The HAVEN SANITARIUM 


1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 


Leo H. Bartemeier, M.D. 
Chairman of the Board 


Hilbert H. DeLawter, M.D. 
Clinical Director 


Mr. Graham Shinnick 


A private hospital 25 miles north of Detroit for 
the diagnosis and treatment of mental illness. 


Manager  PSychoanalytically trained resident physicians. 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 


SAN FRANCISCO OFFICE—450 SUTTER STREET 
For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 


ful grounds; 
trained nursing torce tates in¢ lude room 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 


hydrotherapy, athletic and occupational departments; clinical laboratory; large 
suitable diet, medical care, general nursing and 
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A private psychiatric 


sanatorium employ- 
ing modern diagnostic he 
and treatment proce- 


° . img, e ower under which is the beauty shop, and severa 
insulin, a pat private cottages including Myrtle Cottage and Cedar Cottage. 
apy, occupational an 


recreational therapy WESTBROOK SANATORIUM 


tal disorders and PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 
problems ofaddiction. President Associate 
] REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
Medical Director Associate 


P. O. Box 1514. RICHMOND, VIRGINIA Phone 5-3245 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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Major General William E Dean, of Berkeley, 

California Medal of Honor. In the hard early days of the Korean War, when it 
was Red armor against American rifles, General Dean chose to fight in the most 
seriously threatened parts of the line with his men. At Taejon, just before his posi- 
tion was overrun, he was last seen hurling hand grenades defiantly at tanks. 

General William Dean knew in his heart that it’s every man’s duty to defend 
America. You know it. too. The General's job was in Korea and he did it superbly 
well. Your defense job is here at home. And one of the best ways to do that job is to 
start right now buying your full share of United States Defense* Bonds. For 
remember, your Defense Bonds help keep America strong, just as soldiers like 
General Dean keep America safe. And only through America’s strength can your 
nation... and your family ... and you... have a life of security. 

Defense is your job, too. For the sake of all our servicemen, for your own sake, 
help make this land so powerful that no American again may have to die in war. 
Buy United States Defense* Bonds now—for peace! 


Remember when you're buying bonds 
for defense, you're also building per- 
sonal cash savings. Remember, too, 
if you don’t save regularly, you gen- 
erally don’t save at all. So sign up in 


*CLS: Savings Bonds are Defense Bonds - Buy them regularly! 


The U. S. Government does not pay for this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America as a public service. 


the Payroll Savings Plan where you 
work, or the Bond-A-Month Plan 
where you bank. For your country’s 
security, and your own, buy United 
States Defense Bonds! 
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ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (one-half the regular rate) for the 
AMERICAN JOURNAL OF PSYCHIA- 
TRY has been authorized to include medical 
students; junior and senior internes; first, sec- 
ond, and third year residents in training; and 
graduate students in psychology, psychiatric 
nursing, and psychiatric social work. 


In placing your order, please indicate issue 
with which subscription is to start. 


Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 AVENUE OF THE AMERICAS 
New York 20. New 
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CLINICAL INTEGRATION 


STAFF 


: through EDUCATION 
MEDICAL STAPF with THERAPY 


OF PENNSYLVANIA 
Leslie R. Angus, MLD. 


ONSIDERING the appalling number 


Ruth Dufty, M.D. 


of neurotic, maladjusted adults in 
ow our present society, the great hope for 


PSYCHOLOGICAL tomorrow is that a higher percentage of 
STAFF OF today’s children will achieve a better- 


PENNSYLVANIA balanced integration . . . raising, if only 
of by a little, the level of psychosexual 
es See maturity in the entire social order. 


Robert G. Fergusson, A.M. 
Edward L. French, Ph.D. 


& When, in your practice, you see a 
: school-age patient in need of specialized 
PROFESSIONAL guidance and education, we invite you 


STAFF, DEVEREUX 
RANCH SCHOOL, to let us evaluate the potential outcome. 


CALIFORNIA When the intelligence is normal, but 
Charles M. Campbell, J., M.D. emotional disturbances are interfering 


Consulting 


Richard H. Lambert, M.D. with normal personality development— 


Consulting Psychiatrist 


Ivan A. McGuire, M.D. hampering the ability to learn—our ex- 


perienced staff will carefully study the 
details and offer a considered report. 


Please address your inquiries to: 
Thomas W. Jefferson, Ph.D. JOHN M. BARCLAY, Registrar 


Hetena T. DEVEREUX, Director 
SANTA BARBARA, CALIFORNIA « DEVON, PENNSYLVANIA 
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